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Must side effects 
hitchhike 
with effective relief in © 
bronchial asthma? 


For years, relief in bronchial asthma has carried 
unwelcome side effects with it—nervousness, 
palpitation, increased blood pressure, insomnia. 
But now, Nethaprin makes prompt, symptomatic 
relief possible—essentially free from the undesirable 
side actions of Ephedrine. 


In bronchial asthma and synonymous allergic 
conditions, Nethaprin can be relied upon to 

provide effective relief. . . increased vital capacity... 
better feeling of well-being. Yet its bronchodilator, 
Nethamine, “causes very little central nervous stimu- 
lation and produces little or no pressor action.” ! 


Each capsule and 5 cc. teaspoonful contains: Nethamine® 
25 mg., Butaphyllamine® 60 mg., Decapryn® Succinate 
6 mg. 

When Phenobarbital is desired, NETHAPHYL.® 

In full or half strength. 


CINCINNATI e¢ U.S.A. & Hansel, F. K.: Ann. Allergy, 5:397, 1947. 
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REPORT FROM 


THE MANAGING PUBLISHER 


One pay last summer we sat in the offices of a Chicago 
advertising agency, which handles advertising for some 
of the largest medical firms in the country. We went 
there at the invitation of the president to discuss with 
him and his staff the projected journal of the American 
Academy of General Practice. 

As we started to make our departure, after a long 
and cordial conversation during which we described in 
detail the editorial policies and content of our new 
journal, we said, ““We’re determined to achieve a fresh 
approach to the presentation of medical literature. We 
know we're entering a crowded field and that we'll 
have to compete with a number of well-established 
books.” (For some strange reason all magazines are 
called books in the trade; probably for the same reason 
that medical men call the abdomen “the belly.”) 

“Nothing of the kind,” said this man, whose thirty 
years of experience in placing advertising to the pro- 
fession has given him an expert concept of the com- 
parative value of different medical publications. “The 
field is crowded with dogs and cats. It is not crowded 
with the kind of book you have described. There is need 
for a top-quality journal like yours with the kind of in- 
novations you plan. We like it.” 

So, here it is. Here is the product of nearly two 
years of thought and investigation by a number of per- 
sons who wanted the American Academy of General 
Practice to publish an official scientific journal that 
would not be merely another medical society journal, 
but the best in the field. Here is a magazine that is 
professional in every sense. It is styled by a topnotch 
magazine artist; it is printed in the best professional 
manner on a fine quality paper designed to reproduce 
clinical photographs and illustrations with a maximum 
of detail. It is edited and produced by a professional 
staff for professional people. 

GP will not publish papers that were read at some 
meeting six months or a year previously. Our scientific 
articles are written to be read, not listened to, and 
they are written according to precise editorial specifica- 
tions for the readers of this journal—general practi- 
tioners. 

On this page in future issues we'll tell you more 
about how GP is produced, and about our plans for 
the coming months. Meanwhile, the publication com- 
mittee and the staff will welcome comments from our 
readers on what they do and what they don’t like in 
their journal. —Mac F. Canar 


pregnancy. Coopersmith, - Dexedrine and Weight Control in Pregnancy, Am. J. Obst. & Gynec. (Oct.) 1949 


Coopersmith reports the successful use of “Dexedrine” Sulfate Tablets for 
weight control in a series of 100 obstetric patients. Because ‘Dexedrine’ 
curbed appetite and thus enabled these patients to follow their prescribed diets, 
control or reduction of weight was achieved in virtually all cases. 
It is noteworthy that other methods, including the use of thyroid, had pre- 
viously failed to prevent excessive weight gain in these same individuals. 
“Thyroid”, Coopersmith states, “increases the appetite . . . and is toxic in 
“Dexedrine Sulfate”, the report concludes, “is a safe 


and effective drug to use in controlling weight gain during pregnancy.” 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate tables elixir 


for control of appetite in weight reduction 


°T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Nor step by step, but three 
stairs at a time. That is the 
pace the founders set for the 
Academy, that is the pace 
we have maintained. An ex- 
ecutive secretary, headquar- 
ters, a First Scientific As- 
sembly, then a tremendously 
successful Second Scientific 
Assembly just to prove that 
the success of the first wasn’t 
a chance throw of the dice, 
and now the crowning 
achievement of them all—a 
journal, and we intend to 
make GP the finest medical 
journal in America. 

No great national organi- 
zation can exist and succeed 
without the medium of a 
journal to bind its member- 
ship together. Nor can a 
great journal be published 
and maintained without the 
staunch support and backing 
of a strong organization with 
an enthusiastic membership. 
From the very start we 
turned our thoughts toward a journal. Discussions of 
it were on the agenda of the first Board of Directors 
meeting, and the first letters exchanged between our 
Executive Secretary and the Executive Committee in- 
cluded discussions of an official publication. Names 
were considered, contents discussed, editors, publish- 
ers, managers—the biggest names in medical literature 
and publications were continuously brought up for 
consideration. 

I cannot give all credit where credit is due. Our 
own staff has contributed immeasurably to the birth 
process of the journal. They have worked hard, but 
more than that, they have contributed those immeasur- 
able ingredients, eagerness and enthusiasm, which 
have lighted all the undertakings of the Academy. 
Mr. Cahal in particular has not only done the work 
of ten men, but has brought to us the spirit of a 
pioneer, the skill of an organizer, and the leadership 
of and wide acquaintance with people who have 
helped us. 


* 


STANLEY R. TRUMAN, M.D. 


STANLEY R. TRUMAN, M.D., President, 


American Academy of General Practice 


We have been fortunate 
in the selection of our 
editor, too. The Publication 
Committee had many people 
from whom to choose. In 
the ring, along with Doc- 
tor Albrecht’s hat, were the 
hats of the biggest names in 
medical journalism today, 
the deans of medical schools, 
leading medical authors, and 
outstanding scientific writers. 
Doctor Albrecht can feel 
flattered that we drew his 
hat from the ring, and we 
feel highly honored and tre- 
mendously satisfied in our 
good fortune in having him 
as our editor. He is an expe- 
rienced medical editor, free 
from fixed conceptions, full 
of inspiration and new ideas, 
and has accepted with us 
the challenge to publish this 
new journal. 

We invited a number of 
the leading scientists, clini- 
cians, and teachers to join 
with us as our Editorial Advisory Board. Except for 
the half dozen whose previous commitments pre- 
cluded their giving us time, these men have joined 
with us in a wholehearted enthusiasm that again re- 
affirms our belief in general practice and the great 
value of the task we have undertaken. 

The Publication Committee, assigned the responsi- 
bility of the policies, quality, contents, name, person- 
nel—in short, assigned the task of establishing the 
journal for the Academy, has been tireless, always on 
call, coming on demand from their practices scattered 
in the four corners of the nation. 

Sometimes in a period of fatigue we are tempted 
to think of the hours of work, the worries, the deci- 
sions, the airplane trips (before and after Drama- 
mine), the letters, the committee meetings; but in 
this hour of success all these are swept away and we 
are joined together—staff, committee, officers, and 
members, in the warm glow of satisfaction that comes 
with the fruition of a big job well—BEGUN. 


* * 
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More than just a new x-ray unit, the Maxicon is a fundamen- 
tally new idea for a comprehensive line of x-ray apparatus. 
Specifically designed to grow with your practice. Yes, the 
Maxicon permits you to choose only the x-ray facilities you 
actually want or require — from the simplest to the most 
complete unit. Comprised of a number of components that 
can be assembled in various combinations, it covers the 
range of diagnostic x-ray apparatus from the horizontal 
x-ray table to the 200-milliampere, two-tube, motor-driven 
combination unit. 

The Maxicon series has a wealth of utility wherever diag- 
nostic x-ray is employed. The practicing physician may 


select the basic unit, then let x-ray grow with his practice 
— by simply adding successive components from time to 
time. The medical specialist may arrange to have only the 
x-ray facilities his specialty requires. The clinic or hospital 
will appreciate the application of a simple unit as auxiliary 
equipment in a busy department, or a complete radio- 
gtaphic and fluoroscopic combination to adequately meet 
the demands of any type of examination. 

Discover for yourself the remarkable flexibility of the 
Maxicon. Ask your GE representative for unique book- 
let demonstration, or write General Electric X-Ray Cor- 
poration, Dept. F-4, Milwaukee 14, Wisconsin. 
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Harper's Echoes GP Policy 


IF ONE OF THE FOUNDERS of the American Acad- 
emy of General Practice had written an exposi- 
tion setting forth the principles and goals of the 
Academy, it is doubtful that he could have done 
so with more eloquence or with greater succinct- 
ness than that which is achieved by Dr. Ian 
Stevenson, a Commonwealth Fund Fellow at 
Cornell, in the May issue of Harper’s Magazine. 

Medicine, thinks Doctor Stevenson, has wan- 
dered far from the teachings of that greatest of 
Greek physician-philosophers. The general prac- 
titioner, he believes, offers the only hope of in- 
tegrating medicine into a rational concept that 
will answer the admonition of Hippocrates that 
“in order to cure the human body it is necessary 
to have a knowledge of the whole of things.” 

“But,” writes Doctor Stevenson, “if I point to 
the general practitioners as the key to our prob- 
lem, I do not mean the general practitioner as 
we have usually known him. The public today 
tends to regard him as the admirable menial of 
the profession, the genial and beloved drudge 
who may be roused in the middle of the night to 
allay some trivial anxiety but who is hardly to be 
trusted with a serious disease.” The cure for this 
is to be found through combining the general 
practitioner's breadth of experience with the fa- 
cilities and influence of medical schools, in the 
opinion of this incisive student of the problem. 
‘This, of course, is exactly what the Academy is 
accomplishing through its emphasis upon ex- 
panded postgraduate training facilities for gen- 
eral practitioners. 

The Academy's views concerning undergrad- 
uate training are also echoed by Doctor Steven- 
son when he recommends a system of fellow- 
ships, turning out better trained general prac- 
titioners, who will have appointments on the 
staffs of neighboring medical schools “in order 
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to keep these schools in touch with the general 
problems of ill health.” 

The author quotes Sir James Mackenzie to 
support his plea for a broader concept of medi- 
cine, with a recognition of basic principles and 
a knowledge of their application. Today, he says, 
“Each bodily system—if not each individual dis- 
ease—is handled by specialists ignorant of other 
fields. Medicine, in short, has succumbed to the 
twentieth-century habit of concentrating upon 
techniques rather than upon the quest for un- 
derstanding; of thinking that when phenomena 
have been described they have been explained.” 

“Specialism,” declares Doctor Stevenson, “is a 
necessary evil of modern medicine but is not a 
necessary accompaniment of the good medicine 
of the future.” The evil, he believes, results from 
the fact that much of medicine is today in the 
hands of specialists, each treating or investigat- 
ing one organ or a system of organs, and neces- 
sarily neglecting the others. As medicine has be- 
come more and more technical, he argues, it has 
become less and less a science. He recommends 
more humanism, more consideration of the pa- 
tient as a whole, as the solution. 

Doctor Stevenson blazes a highway for GP to 
follow in its editorial policy. In appealing for 
more inductive thought and a new search for 
hypotheses in medicine he states that, “There is 
need for a new medical journal dedicated not 
to the competitive publication of isolated chips 
of information, but to the broad understanding 
of disease.” 

All this is tremendously stimulating and pro- 
vocative. Doctor Stevenson has said what most 
leaders of the Academy feel, and he has de- 
scribed the kind of challenge that goaded its 
founders into action. 

This challenge is a great one, indeed. It will 
call for the most profound wisdom, the broadest 
vision, and the sincerest of idealism and intellec- 


me 
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tual courage among those whose responsibility it 
is to guide the destinies of the American Acad- 
emy of General Practice in the years to come. 


On Book Reviews 


Book REVIEWING in some medical journals 
amounts to little more than a rehash of the pub- 
lisher’s blurb on the jacket. This is neither fair 
to the prospective purchaser or the author, be- 
cause in some cases the publishers know little of 
the book they are promoting. If the author has a 
“circus name,” the reviewers may be too timid to 
ask many questions about the book, its reason 
for existing, or its defects. Or, they may cast 
suspicion on ideas of the author and “miss 
the boat” in promoting the book where it is most 
needed. 

The tremendous difference in various reviews 
on the same book is sometimes difficult to under- 
stand. Book reviewers fall into definite types. 
One group picks a book apart much as one 
would dissect a chicken. They complain of the 
binding, the paper, the jacket or the absence of 
same, and the weight. In a first edition they will 
gleefully seize on a few typographical errors and 
spend paragraphs belaboring the poor author. In 
an effort to impress the reader with their supe- 
rior knowledge they may take violent opposition 
to some minoi point and make this the subject of 
the entire review. They never get down to the 
matter at hand—discussing the substance of the 
text. 
A second group believe that authors are supe- 
rior people and consequently can do no wrong. 
They criticize nothing and all agree that “this 
volume should be in every doctor's office and 
medical library.” These reviewers are afraid of 
“names” and will bend over backwards to speak 
well of a twelfth edition of some work which 
has been allowed to become obsolete. Their re- 
views are worthless. Another group, mostly spe- 
cialists or those in advanced experimental medi- 
cine, write very fine reviews—but of no value to 
the rank and file of the medical profession. They 
forget their audicnce. . 

Another group approach the task with a spirit 
of fair play. They appreciate that all first editions 
may have a few typographical errors. They con- 
sider their audience and point the review toward 
that particular group. They point out serious mis- 
statements or errors in drug dosages. They give 


constructive criticism for future editions and 
they usually comment on the adequacy of illus- 
trations, bibliography, and the index. 

We hope to make the special section on “The 
Practitioner's Bookshelf” an outstanding feature 
of GP. Our aim will be “reviews by practitioners 
for practitioners.” Any of our readers who desire 
to submit book reviews for publication in GP are 
invited to get in touch with the Editorial Office 
stating their particular fields of interest. Books so 
reviewed may be kept by the reviewers. 


Hobbies and the Physician 


Tue LATE Joun A. Sampson, in his presidential 
address before the American Gynecological So- 
ciety in 1923, spoke of the value of hobbies in the 
training of youth and especially in the prepara- 
tion for a medical career. A hobby stimulates in- 
terest and develops the faculty of observation. It 
teaches the child to learn for himself. In later 
life this is called “research”; the child however 
calls it fun. 

There are many secondary benefits. Collecting 
stamps teaches the child something of geography, 
the money values of foreign countries, the 
founders and historical people, scientists, musi- 
cians, explorers, religious leaders who played a 
prominent part in the history of those nations. 
Mineralogy, botany, ornithology, ichthyology, 
herpetology, malacology, helminthology, ento- 
mology, paleontology, and taxidermy promote 
healthful outdoor activity. 

From the standpoint of health, hobbies are of 
even more importance as one reaches maturity. 
This is particularly true for physicians. Most doc- 
tors become so absorbed in their work that noth- 
ing short of a hobby can pull them away from it. 
Coronary disease causes the death of so many 
physicians that it is sometimes called the “doc- 
tor’s disease.” This is good evidence of the strain 
he is subjected to and of the long, arduous, irreg- 
ular hours that a doctor spends at his work day 
after day. 

The doctor should have two hobbies, one 
physical and the other spiritual. The one will 
furnish him with the needed fresh air and exer- 
cise, while the other will divert his mind from 
the cares and anxieties that are a part of his daily 
routine. 

With advancing years and a diminution of the 
margin of safety of his various organs, the physi- 
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cal hobby should be turned out to pasture and 
enjoyed only in contemplation. It is then that 
the other hobby becomes especially useful. To 
quote Wingate Johnson: “The average individ- 
ual of middle age or beyond needs recreation 
more than exercise.” Doctor Johnson names a 
number of hobbies suitable for this period, among 
which are woodcarving, photography, and the 
collecting of stamps, books, glassware, or other 
desirable objects, but the recreation par excel- 
lence is reading. One finds that there is so much 
to live for at a time of life when many are de- 
pressed with the feeling of futility. But it does 
not greatly matter what sort of spiritual hobby 
one chooses so long as it excites his interest. In 
any case one should exercise it often enough dur- 
ing his active career to have it limbered up and 
ready for intensive use when he reaches the age 
of partial or complete retirement. 

Research shows that doctors are the greatest 
buyers of hobby books and various kinds of 
hobby craft. This being true, the “After Hours” 
department will welcome articles, especially with 
photographs, on hobbies pursued by our physi- 
cian readers. This material can run the gamut 
from animal photography to mattress stuffing. 
Nothing is too insignificant or ludicrous, as long 
as it excites one’s interest. Just to start things off, 
your editor is contributing an article on one of his 
hobbies, cat photography. We are sure that our 
many readers will be glad to know what your 
hobby is and what it means to you. Don’t delay; 
sit down and write that letter today. 


Are Tarry Stools Due to Bleeding? 


Just as two swallows do not make a summer, so 
are not all tarry stools due to bleeding. This has 
been emphasized recently by Dr. Walter C. 
Alvarez. There are many foods and medicines 
which are known to produce dark stools, the 
most common being bismuth. 

There are a few questions which if asked the 
patient will give one a pretty conclusive idea as 
to whether or not the so-called dark stools were 
due to hemorrhage. An example: “At the time 
when you had the dark stools, did you get so 
weak in the knees that you felt like going to 
bed?” A subject with a good-sized hemorrhage 
from the stomach or duodenum nearly always 
gets weak at this time and prefers to lie down for 
a few days. One should always question a history 
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of tarry stools if the patient says they did not 
weaken him. Another helpful question is: 
“When you had these tarry stools, did your pain 
disappear?” Hemorrhage usually brings to a stop 
any ulcer pain that may be present. It may even 
relieve headaches or rheumatic pains. Thus if a 
man has what is supposed to be tarry stools and 
continues to complain of pain, this adds to the 
suspicion that he did not bleed. 

Another question: “Did your doctor, after the 
episode of dark stools, estimate the hemoglobin, 
and if so, was it lowered?” If not, one can con- 
clude there probably was no hemorrhage. An- 
other sign of hemorrhage is pronounced dryness 
of the mouth, thirst, and a foul taste in the mouth. 


Calling All Doctors! 


How wou p you LIKE the opportunity of drop- 
ping in for a half-hour friendly chat with an out- 
standing clinician or teacher to discuss your 
many problems in management of some of your 
most difficult cases? Supposing this could be 
managed in your own office and at your own 
convenience? We have made this very thing pos- 
sible by the inauguration of a monthly therapeu- 
tic conference which is aptly called “Practical 
Therapeutics.” 

Every month, an outstanding clinician or 
group of clinician-teachers from a leading medi- 
cal school will present an exhaustive therapeutic 
conference on some subject selected by you, our 
members, for its practical value. You are cordially 
invited to attend and take part in these confer- 
ences which will be brought right into your 
office through the pages of our journal. 

The first conference on Pernicious Anemia ap- 
pears in this issue. Next month the “Practical 
Management of Arterial Hypertension” will be 
discussed. Future conferences have been sched- 
uled for the following subjects: Ulcerative Co- 
litis, Peptic Ulcer, Pneumonias, Management of 
the Incurable Cancer Patient, Coronary Heart 
Disease, Congestive Heart Failure, Infantile Di- 
arrhea, Cardiac Arrhythmias, Peripheral Vascu- 
lar Disorders, Diabetes, Radiation Therapy, and 
many others. 

How can you participate without leaving your 
office? Send in any questions you may have on 
any of these subjects referable to diagnosis or 
treatment, and we will pass them on to our con- 
ference discussants for prompt action and in- 
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clusion in their conference. Your name will not 
be mentioned. Send your questions without de- 
lay to us at 406 West 34th Street, Kansas City, 
Missouri. 

Every year these conferences will emanate 
from a different medical school. The first school 
so chosen is Jefferson Medical College of Phil- 
adelphia, Pennsylvania, which this very year is 
celebrating its 125th anniversary. We are both 
honored and deeply grateful for the tremendous 
interest shown by the various members of the 
Jefferson faculty in this venture. 


At the Heart Conference 


THE HEAVYWEICHTS in the field of heart disease 
—research men, teachers, doctors, social workers, 
nurses, educators, and laymen—spent a fruitful 
three days last January at Washington, D. C., 
where they assembled at the National Confer- 
ence on Cardiovascular Disease sponsored by 
the American Heart Association and the Na- 
tional Heart Institute. 

What's more, the general practitioner emerged 
as the key person in closing the gap between 
what we know and what we do. In this confer- 
ence as in so many others recently, the general 
practitioner, through representatives of the 
American Academy of General Practice, had a 
voice and took part in deliberations, plans, and 
decisions. Dr. John F. Mosher of the Albany 
branch of the New York Chapter of the Acad- 
emy, Mac F. Cahal, our executive secretary, rep- 
resenting the Academy as an enlightened lay- 
man, and Dr. Stanley R. Truman, the Academy’s 
President, were there. They presented the Acad- 
emy’s aims and views on undergraduate and grad- 


uate educational requirements and standards for 
general practice. They assisted in developing the 
key position played by the general practitioner 
in the teamwork necessary if the patient with 
heart disease is to receive full benefit of our civi- 
lization’s knowledge and facilities. These include 
medical and surgical specialties, auxiliary helpers 
—nurses, social workers, occupational therapists, 
dietitians, vocational guiders, teachers—all the 
resources a community has to offer. 

The conference did a prodigious amount of 
work. Participants assembled all the known facts 
regarding heart disease: etiology, pathology, di- 
agnosis, prevention treatment, and points of 
profitable research. It is hoped that these can be 
rewritten, liberally illustrated, and assembled as 
a manual on heart disease to be distributed at cost. 

The conference recommended a two-year ro- 
tating internship, or one year of rotating intern- 
ship plus one or more years of resident training 
as a minimum for general practitioners. It was 
stated that an experience in general practice be- 
fore specialization is undertaken tends to create 
a higher quality of specialist; that medicine is a 
forty-year educational experience; and that there 
is no such thing as the complete or finished edu- 
cation for the doctor. Participants spoke very 
highly of the Academy’s postgraduate educational 
requirements and noted that increased use had 
already been made of postgraduate training facil- 
ities. 

The Academy has scored again in (1) repre- 
senting the general practitioners of America, (2) 
cooperating with other leading medical organiza- 
tions for the advancement of science and health, 
and (3) supplying part of the leadership for 
American medicine. 
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ALL acree that if the terrible toll of cancer is to 
be lessened, earlier diagnosis is the answer. This 
puts a tremendous responsibility upon the pri- 
vate practitioner, for it is he who sees the patient 
first. Unfortunately, some practitioners are not 
recognizing and accepting this responsibility. It 
is not because they are indifferent to, or ignorant 
of the problem; it is because they are not cancer 
conscious. It has been estimated that the general 
practitioner sees about five cancer cases yearly. 
This being true, it is easy to see why his diag- 
nostic awareness of cancer may be slightly dulled. 
Seeing so few cases lowers one’s index of suspi- 
cion and the practitioner very likely thinks of 
cancer last, rather than first, and thus the golden 
opportunity of an early diagnosis is lost. 

The mortality of cancer is very high and is 
increasing steadily. This is partially due to the 
increase in longevity wherein more people reach 
an age where they may be expected to acquire 
cancer. Another reason is that more cases are be- 


ing correctly diagnosed through better diagnostic 


BY LOWELL S. GOIN, M. D. 


A tremendous responsibility rests upon the practitioner in the matter of 
early cancer diagnosis, for it is he who sees the patient first. 

Earlier and greater use of radiologic methods will increase the 
number of early diagnoses and decrease human suffering. 


methods now at our command. The problem 
confronting us is: (1) How can we control can- 
cer? (2) How can we recognize cancer in earlier 
stages? (3) How can we treat cancer more ade- 
quately? (4) How can we reduce the suffering 
and the death rate from this disease? 

As a rule the onset of cancer is silent and in- 
sidious, the symptoms appearing usually only 
after a visible or palpable tumor mass appears in 
accessible cancer, and only after pressure or 
ulceration produces pain or hemorrhage in the 
inaccessible forms. We constantly urge on the 
public and on the doctor the necessity of early 
diagnosis as the only hope of cure, thus inferring 
that we can make such a diagnosis. Yet there are 
no early symptoms of cancer of the esophagus, 
stomach, rectum, small intestine, pancreas, kid- 
ney, lung, and other internal organs. The most 
curable forms of cancer are those of the skin 
where early diagnosis is relatively simple and 
the methods of treatment are widely available 
and highly efficient. Yet, statistics everywhere 
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Figure 1. Pituitary adenoma. 


show a substantial mortality from these lesions. 

Much has been written and spoken about 
cancer detection centers. The best cancer de- 
tection center is the general practitioner's office. 
This statement, though true in theory, will be 
untrue in practice if the practitioner fails to in- 
form himself and fails to become cancer con- 
scious. Some of the responsibility for his short- 
comings must rest on the shoulders of those who 
do see and treat many cancer patients and who 
are intensely conscious of the possibility of a 
given lesion being or becoming malignant. To 
these experienced workers, the proposition that 
a woman with uterine bleeding should be 
curetted is so elementary that they are loath to 
repeat it. It seems to them so obvious that an 
ulcerating lesion on the lip should be biopsied 
that they don’t bother to say so. But even with 
these mitigating circumstances, it is incredible 
that doctors will completely ignore signs and 
symptoms so likely to represent malignant disease. 

How can the radiologist help us? Of all 
malignant disease, about 50 per cent occurs in 
areas which may be inspected directly, or with 
only simple instrumentation, such as the head 
mirror, tongue depressor, vaginal speculum, and 
proctoscope. Why then, should cancer of the 
tongue be overlooked? Why should skin cancer 
become a hopeless lesion? Why should a rectal 
carcinoma, easily accessible to the gloved finger 
in 80 per cent of all cases, become inoperable? 
These are mistakes of not looking. 


LEFT 


Figure 2. Craniopharyngioma. 


Raising one’s index of suspicion as to the pos- 
sibility of cancer being present in a lesion is not 
enough. A biopsy must follow, remembering 
that until a competent pathologist has studied 
tissue sections, one has merely a clinical diag- 
nosis or, perhaps, only a suspicion and not an 
actual diagnosis. The pathologist must be compe- 
tent and physicians are advised to avoid con- 
venient advertising laboratories or those that 
offer concessions. We know of a young woman 
who noticed a lump in her neck and went to 
the family doctor who, with admirable judg- 
ment, removed the gland for microscopic study. 
Unfortunately he sent the material to an in- 
stitution of dubious standing, and when he 
received a report of “inflammatory changes,” 
he instituted treatment on that basis. Six months 
later an x-ray examination of the chest showed 
a massive mediastinal tumor, and a review of 
the original biopsy section by a competent path- 
ologist unmistakably disclosed Hodgkin’s disease. 

Many physicians regard biopsy as a rather 
formidable proceeding requiring hospitalization 
and considerable skill. Actually, in the case of 
accessible lesions, which comprise about one-half 
of all cancers, it is a very simple office procedure, 
It requires little else than Novocain, a pair of 
forceps, and a sharp knife; in fact many bulky 
friable tumors can be biopsied by simply detach- 
ing some tissue with a pair of forceps. 

Biopsy is best performed with a cold knife, 


and one should remember not to inject the 
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Novocain into the tumor itself. Hemostasis is 
rarely necessary and bleeding can practically al- 
ways be controlled by pressure or with light 
fulguration. 

Some tumors require highly specialized tech- 
niques and elaborate instrumentation. This 
group includes brain tumors, tumors of the lung 
and mediastinum, and tumors of the urogenital 
tract. Generally speaking, practitioners and spe- 
cialists alike will have performed their duty 
when they have recognized the possibility of the 
existence of these diseases and have sought 
competent consultative service. 

There remain a large number of malignant 
tumors which will ordinarily be first found by 
the radiologist, and it is here that the general 
practitioner-radiologist team begins to function. 
If the team is to function well, there are certain 
criteria that must be met. The first of these in- 
volves a wise choice of the radiologist. Radio- 
logic examination and “getting an x-ray” are not 
the same thing. Assume that a physician has a 
10-year-old daughter and that he notices an ir- 
regular hardness in the child’s upper arm and 
that an x-ray film shows an alteration in the 
architecture of the humerus. If the alteration rep- 
resents simple osteoma, nothing need be done, 
but if there is a possibility of a malignant bone 
tumor, biopsy will have to be performed, perhaps 
followed by amputation. The opinion of a radi- 
ologist will likely be the deciding factor and cer- 


Figure 3. Early bronchiogenic carcinoma. 
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tainly the physician will want the best opinion 
he can obtain. The radiologist that he selects is 
the one to whom he should send his patients, 
in whom similar problems may occur. Second, 
there must be complete and sympathetic coop- 
eration between the general practitioner and the 
radiologist. It does not suffice to send one’s 
patient for a “chest x-ray.” Rather, the practi- 
tioner should give the radiologist some idea of 
the problem in hand; he should inform him of 
his thinking, and give him a clue as to what he 
suspects. Sometimes quite elaborate examinations 
must be carried out, so elaborate that they would 
not be undertaken without some specific indica- 
tion. Also, the practitioner should give the radi- 
ologist freedom and latitude to do what he thinks 
essential to making the diagnosis. 

These criteria having been met, what has the 
radiologist to offer to the general practitioner in 
cancer diagnosis? He will find the pituitary ade- 
noma, and the Von Rathke pouch tumors. He 
will recognize the meningioma involving the 
petrous pyramid and the eighth nerve tumors. He 
will find and classify the malignant bone tumor 
and not infrequently the character of the archi- 
tecture will enable him to name the tumor as 
accurately as the pathologist. Recognition of 
intrathoracic neoplasms is almost entirely a func- 
tion of the radiologist since these tumors are 
either silent or produce only minimal symptoms. 


In this field the radiologist will commonly be 


Figure 4. Malignant lymphoma before test of therapy. 
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Figure 5. Malignant lymphoma after test of therapy. 


unable to make an exact diagnosis (which will 
rest on histologic studies), but he will be able 
to recognize a tumor and suggest further diag- 
nostic studies. A bronchiogenic carcinoma, for ex- 
ample, will produce localized atelectasis plus 
localized emphysema as a result of trapped air. 
But a benign adenoma of a bronchus will have 
identical findings and a diagnosis cannot be 
made with authority until histologic studies 
have been made. Nevertheless, if localized atel- 


Figure 6. Carcinoma of the stomach. 


ectasis and localized emphysema can be demon- 
strated, there is considerable likelihood that a 
tumor is present and the bronchoscopist can be 
called upon for further diagnostic aid. Medias- 
tinal tumors are usually not very difficult to 
demonstrate, but it is not easy to say what par- 
ticular tumor we are dealing with. Exploratory 
thoracotomy and biopsy is a rather formidable 
procedure and may sometimes be avoided by the 
therapeutic test of radiation. If a given medias- 
tinal tumor will regress appreciably with a mod- 
erate dose of x-ray, it is reasonable to assume 
that the tumor belongs to the lymphoma group. 
Since at present the only effective treatment is 
irradiation, we may avoid the thoracotomy. 

The presumptive diagnosis of neoplastic ‘dis- 
ease of the gastrointestinal tract is almost en- 
tirely a radiologic diagnosis. Indeed, with the 
resected portion of the stomach in his hand, the 
pathologist is often unable to differentiate until 
he has studied the histologic features of the 
lesion. Nevertheless, the presumptive diagnosis 
of malignant disease of the stomach is more 
often made, and can be made earlier, by radio- 
logic examination than by any other method. 
Malignancy of the small bowel may be distin- 
guished from cicatrizing enteritis only with great 
difficulty but here, again, the radiologist can 
make a diagnosis of an ulcerating lesion demand- 
ing surgical exploration. In the large intestine, 
tuberculosis of the cecum may produce a filling 
defect closely resembling that of carcinoma, and 
diverticulitis with an inflammatory mass will be 
distinguished from malignant disease only with 
some difficulty, though it can be done. 

The radiologist will find none of these diseases 
unless they are first suspected by an alert general 
practitioner. The first and greatest responsibility 
therefore rests with the latter. He must not forget 
that a diagnosis of malignancy is not very profit- 
able when it is quite obvious, and that our only 
hopes of increasing the survival rate lie in early 
diagnosis. He must remember that intrathoracic 
tumors produce remarkably few symptoms, and 
that these consist mainly of cough and loss of 
weight. Pain is so late a symptom as virtually to 
guarantee inoperability. Pain is likewise a very 
late symptom of gastrointestinal malignancy and 
almost our only clue lies in vague disturbances 
called indigestion, dyspepsia, and in alteration of 


bowel habits. 
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In conclusion it is urged that every ulcerating 
lesion be biopsied; that “watch and see” is a phi- 
losophy that has killed many; that every woman 
with vaginal bleeding must have her cervix ex- 
amined and, if no disease is seen, must be curetted; 
and that rectal examination with finger and 
proctoscope should be a routine procedure in 
every doctor’s office. One should select his radiol- 
ogist with the same care that is used in selecting 
any other consultant. The practitioner should co- 
operate with him fully and use him as a consult- 


ant and not as a technician. The use of radiologic 
methods is urged in every patient with persistent 
headaches, with persistent cough, with persistent 
indigestion, with altered bowel habits, and with 
unexplained pallor, fatigue, and loss of weight. 
As a team, the practitioner and radiologist will 
greatly increase the number of truly early diag- 
noses made in malignant disease and, by so do- 
ing, will increase the survival rate and also de- 
crease substantially the amount of human misery 


and suffering. 


What Others Are Saying .. . 


A GENERAL PRACTICE RESIDENCY is defined by 
the Council on Medical Education and Hospitals 
of the American Medical Association in the most 
recent revision of the Essentials of Approved 
Residencies and Fellowships. 

In this report “It is recommended that the 
period of training be of two years’ duration be- 
yond the internship,” and further that these 
“residencies should be flexible, both as to con- 
tent and duration, depending upon the special 
needs of the individual and the community in 
which he intends to practice.” 

This outline brings out two questions: first, 
does this lengthening of the training period tend 
to make general practice less, rather than more 
attractive, and, second, in order to comply with 
the needs for training of this type, can we de- 
fine general practice in terms of urban and sub- 
urban location? 

In suburban areas a general practitioner must 
be everything from laborer to judge and medi- 
cally he must be able to handle the needs of a 
mixed population without immediate recourse to 
hospital and consultation. He must know every- 
thing! 


Again the General Practitioner 


In urban practice, the medical field can be 
more limited. Here the principal concern is the 
rights, privileges, and limitations of general 
practitioners in hospitals. Without attempting to 
answer these questions too closely perhaps a 
training of this type could be offered. 

It is probable that a specific two-year train- 
ing period including the internship might suffice. 
In this two-year period emphasis should be 
placed on medical diagnosis and treatment, ob- 
stetrical diagnosis and treatment and especially 
on minor operative methods, and surgical di- 
agnosis with emphasis on pre- and postoperative 
care, minor office surgical procedures, and the 
treatment of lacerations, and fractures. 

In answer to the second question it would 
seem extremely feasible to define the privileges 
of general practitioners in our hospitals, based 
on individual acquired skills and knowledge in 
the same manner in which privileges are granted 
to specialists. 

In fact could not major hospital privi»eges be 
granted to general practitioners of particular bent 
and skill? 

Don Kaump, M.D., in Detroit Medical News 
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Mastoiditis TEETH, TONSILS, ADENOIDS 
MENINGES 
GLANDS Meningitis 
Mediastinal 
Bronchial 
Mesenteric 
Hodgki lom 
cine Rheumatic heart 
LUNGS 
Tracheobronchial TB 
Pulmonary TB Sub-diaphragmatic 
TB glands of hilus, etc. abscess 
Empyema Higtus hernia 
LIVER STOMACH 
Cirrhosis Hernia 
Carcinoma 
GALLBLADDER —— SPLEEN 
Cholangitis Malaria 
Cholecystitis Leukemia 
Cholelithiasis \ 
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Abscess 
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SINUSES 
Paranasal 
Nasal 


SEMINAL VESICLE 
PROSTATE 
BLADDER 
Cystitis 
Prostatitis 
Vesiculitis 
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UTERUS 
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Pyosalpinx 
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Ulcerative colitis 
Diverticulitis 
Carcinoma 
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Lhe Problem of Obscure Sever 


BY F. KENNETH ALBRECHT, M. D. 


The diagnosis of obscure fever can be one of the most difficult problems 


in medicine; it may require much time, effort and study, and tax the ingenuity 
of the physician to the utmost. Its cause may be related to any organ or 

tissue in the body. Suggested diagnostic procedures to uncover the cause ot 
obscure fever are outlined in this paper. 


THE PROBLEM OF FEVER, associated with head- ture of the blood flowing through them; (3) by 

ache, malaise, loss of weight, nervousness, toxic substances in the blood. In true fever, heat 

exhaustion, and vague somatic distress in patients regulation is present but is perverted. Thus, le- * 

presenting no physical signs pointing to a specific sions of the brain involving the heat regulatory F 

disease is frequently encountered in general prac- centers are not the cause of true fevers. Also, in ; 

tice. As a result, the diagnosis “fever of undeter- a patient who has constant high temperature not ne 

mined origin” has become more or less generally responding to the usual antipyretic measures, one 

accepted. Such a diagnosis is warranted only if is justified in postulating the presence of a brain 

the cause of the fever is not forthcoming follow- lesion. 

ing a thorough search for the cause. The causes of obscure fever are: 

The thermoregulatory centers, according to Children 

Ranson(1), are in the pre-optic and supra-optic Starvation and dehydration ig 

regions between the anterior commissure and 

optic chiasm and the caudal part of the lateral injuries with intsacsaniel bleding 

hypothalamus. Best and Taylor(2) state: “Le- Omphalitis with bacteremia : 

sions in the supra-optic area are associated with Neonatal syphilis 

hyperthermia; hypothermia, on the other hand, Gonococcemia with vulvovaginitis 

may accompany lesions involving the posterior Rheumatic fever | 
” Meningococcemia 

part of the hypothalamus. Vaccinia 

The thermoregulatory centers are influenced: Pre-eruptive phase of exanthemata 


q1) reflexly from the skin; (2) by the tempera- Adenoiditis * 


CONTINUED ON THE FOLLOWING PAGE ao 
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Pneumonitis 

Pyelonephritis 

Pyelitis 

Lobar pneumonia 

Tuberculosis 

Obstructive uropathy 

Myringitis 

Otitis 

Meningitis 

Encephalitis 

Poliomyelitis 

Hypernephroma 

Coion bacilluria 

Tonsillitis 

Bone sarcoma 

Subacute bacterial endocarditis 

Anemias 

Leukemias 

Osteomyelitis 

Osteitis 

Adults 

Septicemia: 
Anaerobic streptococci 
Brucella 
Neisseria 
E. typhosa 
H. influenza 
P. tularense 
Staphylococci 

Syphilis, secondary 

Malaria 

Generalized infections: 
Rickettsia 
Rheumatic fever 
Relapsing fever 
Rat-bite fever 
Trichinosis 
Histop!asmosis 
Lupus erythematosus 
Periarteritis nodosa 
Infectious mononucleosis 
Tuberculosis 

Localized infections: 
Renal and perirenal 
Hepatic abscess and cirrhosis 
Subdiaphragmatic abscess 
Bronchiectasis 
Osteomyelitis 
Cholecystitis 
Thrombophlebitis 
Prostatitis 
Sinusitis 
Postnasal infection 
Dental infection 

Tumors and malignancies: 
Generalized carcinomatosis 
Ulcerative colitis 
Carcinoma of stomach and bowel 

Diseases of blood-forming organs: 
Lymphomas 
Pernicious anemia 
Leukemias 


Metabolic disorders: 
Hyperthyroidism 
Diabetic acidosis 

Other conditions: 
Drug reactions 
Psychogenic fever 
Malingering 
Periodic fever 
Virus of Sickles and Dalldorf 
Bleeding duodenal ulcer 

’ First trimester of pregnancy 


Fever may be due to: (1) exhaustion or in- 
adequacy of the heat dissipating mechanisms; 
(2) injury to the third ventricle, internal cap- 
sule, medulla, or spinal cord; (3) drugs and 
chemicals; (4) substances arising from the de- 
struction of body cells with liberation of toxins; 
and (5) substances arising from pathogenic mi- 
croorganisms in an infected body. It has been 
shown that fever can be caused by a neurogenic 
or psychogenic process(3)(4). Due to instabil- 
ity of the heat-regulating mechanism in small 
children, transient, irregular, or even recurrent 
rises of temperature may be induced by excite- 
ment, anger, coughing, or crying. 

Thermal reactions frequently follow  cysto- 
scopy, gastroscopy, or bronchoscopy, also frac- 
tures and operations. Fever may follow a spinal 
tap in which case the thermoregulatory centers 
are disturbed by a transient lowering of the 
cerebrospinal fluid pressure. 


(4. Je caries 
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Sodeman (5) has stated that what is a com- 
mon cause of fever in one locality may be only 
a rare etiologic factor in another area. This may 
explain why not all physicians agree as to what 
are considered the most likely causes of obscure 
fever. Recent studies indicate that the majority 
of proved instances of rheumatic carditis are 
not preceded by arthritis, skin rash or chorea. 
It may be that many cases of obscure fever are 
in reality undiagnosed rheumatic infection. 

Most bacterial diseases can be diagnosed read- 
ily by isolation of the offending organisms and 
most contagious diseases by the characteristic 
clinical picture so they will not be discussed here 
in detail. In the absence of a positive history or 
significant physical findings, the presence of 
fever suggests hidden infection. It is not clearly 
known what mechanism produces fever in neo- 
plastic disease. Neoplasms should be suspected 
in all cases of obscure fever and particularly in 
instances where diagnostic procedures and thera- 
peutic trials have not revealed infection(6). 
Fever may be the sole finding for many weeks 
in the early stage of bronchogenic carcinoma. 
Lung abscesses frequently result from the break- 


down of a neoplastic process. 


Diagnosis of Obscure Fever 


The diagnosis of obscure fever can be one of 
the most difficult problems in clinical medicine; 
it may require much time, effort and study and 
tax the ingenuity of the physician to the utmost. 
The cause of the fever may be related to any 
organ or tissue in the body. If a complete gen- 
eral and regional physical examination and his- 
tory fails to reveal the cause of the fever, the 
causes listed in the accompanying table should 
be considered and investigated(7)(8)¢(9)(10). 
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as a cause of the fever. When this has been ac- 
complished, studies should be directed toward 
sources of chronic sepsis such as the teeth, ton- 
sils, sinuses, gall bladder, Fallopian tubes and 
seminal vesicles, uterus, vagina, colon, appendix, 
bladder, kidneys and prostate gland. Careful 
judgment will be required to assess the findings, 
for while various organisms may be recovered 
from the urine, the kidney may not be the source 
of the trouble, the organisms having come from 
a septic antrum or elsewhere. One should sus- 
pect the commonest sites of infection and not 
the rarest. 

Tuberculosis. As a rule, elevation of tempera- 
ture without adequate explanation should cause 
one to suspect pulmonary tuberculosis early in 
the differential study. The stethoscope has no 
place in the diagnosis of early tuberculosis, and 
the sooner physicians realize this fact, an in- 
crease in diagnosed cases of tuberculosis will be- 
come apparent. Physical signs are far less val- 
uable than the roentgen examination in the rec- 
ognition of early pulmonary tuberculosis. Inevi- 
table failures in the detection of pulmonary le- 
sions and the interpretation of their nature are 
not uncommon when reliance is placed on this 
method alone, this in spite of the greatest care 
and experience in the performance of physical 
examinations. 

Physical signs may be absent with early activ- 
ity or with indolent or deep-seated tuberculous 
lesions. Tumors, cysts, and deep-seated abscesses 
may give no significant physical signs. Roentgen 
examination usually discloses more extensive dis- 
ease than has been expected from other methods 
of examination. It is the only method by which 
the diagnosis of miliary tuberculosis can be 
made, since these tiny parenchymal lesions pro- 
duce no distinctive clinical signs. 

Sputum tests, a positive tuberculin test, gastric 
washings, and serial x-.ays studies will usually 
establish or exclude the diagnosis. One should 
never make the diagnosis from roentgenologic 
findings alone, no matter how “typical” the shad- 
ows appear. 

Postnasal Infection. A thorough study of the 
oral cavity should exclude the possibility of sep- 
tic teeth or tonsils. X-ray examination of the 
teeth may be necessary. Since postnasal infec- 
tion is one of the commonest causes of continued 
low grade fever, a nasopharyngoscope should be 
used in the examination of these patients. Trans- 
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illumination is a useful procedure in detecting 
changes in the frontal or maxillary sinuses. The 
frontal sinuses are illuminated by placing the tip 
of the illuminator under the supraorbital wall. 
The maxillary sinuses are transilluminated by 
placing the light against the malar region imme- 
diately below the orbital rim. They are visualized 
by looking at the palate through the open mouth. 
The procedure should be done in a dark room 
for best results. The sinuses may fail to trans- 
illuminate clearly in the presence of the follow- 
ing: (1) small or absent frontal sinus; (2) ab- 
normal thickness of the bony structure; (3) the 
presence of neoplasms; and (4) hyperplastic 
thickening of the sinus mucous membranes. 

A family history of allergy is important. Nasal 
and sinus secretions should be studied by stain- 
ing smears obtained from these areas with eosin- 
methylene blue and looking for eosinophiles in 
these smears. A preponderance of eosinophiles 
may be demonstrated in the allergic nose other- 
wise free from infection. The predominating or- 
ganisms should be determined by bacteriologic 
study. 

Roentgen examination may be of great assist- 
ance particularly for positive information and it 
should be a part of the study in all difficult cases. 
Great care is needed in the taking as well as in 
the interpretation of these films. 

Prostatic Infection. Early prostatic infection 
and carcinoma is frequently overlooked. The 
prostate gland is regarded by many urologists as 
being second only to infected tonsils as a cause 
of arthritis; it may also be responsible for bur- 
sitis, iritis, myositis, neuritis, and endocarditis. 

The diseased prostate gland may feel normal 
on palpation. A nodular gland should never be 
massaged until tuberculosis and carcinoma have 
been excluded. Any excess over six polymor- 
phonuclear leukocytes in the prostatic secretion 
is regarded as evidence of infection. Lesions due 
to metastasis from prostatic carcinoma may be 
diagnosed from the results of the acid and alka- 
line phosphatase in the blood. 

Undulant Fever—Brucellosis. Few signs aid 
the diagnostician in undulant fever. A mild, ob- 
scure form, diagnosed only with difficulty, may 
last for years. Due to the protean manifestations 
of this disease many cases remain undiagnosed. 
The undulant nature of the fever is not charac- 
teristic of the chronic type of infection. Low 
grade fever may occur and persist for many 


months. Frequent findings are weakness, loss of 
weight, anemia, bursitis, spondylitis, periarthritis, 
scotomas, and mental depression and neuras- 
thenia. 

Diagnostic procedures include the agglutina- 
tion test, intradermal tests using antigens of 
killed Brucella or substances prepared from 
them, blood and urine cultures, and the opsono- 
cytophagocytic index. The agglutination reac- 
tions are of value after the second week and be- 
come positive in about one half of the cases. A 
titer of over 1:40 is considered diagnostic, espe- 
cially if it increases during the course of the dis- 
ease. When positive, this test is highly reliable. 
It may occasionally agglutinate B. tularense, but 
in low titer. Intradermal tests are of questionable 
value and may sensitize the subject. A positive 
test denotes that the patient, at some previous 
time, has been sensitized by contact with the 
infectious agent. The test may remain positive 
for years. A skin test, while positive, if unsup- 
ported by other evidence, cannot be accepted as 
proof of active undulant fever. Guinea pig in- 
oculation is advised, for frequently organisms 
are recovered by this method when attempts at 
culture prove fruitless. The organisms can be re- 
covered from cultures of the blood, urine sedi- 
ment, feces, joint fluid, biopsy specimens, uter- 
ine discharges, or abscesses, using special media. 

No single diagnostic procedure for Brucella 
infection, save culture, is in itself adequate. The 
tests must be used as a battery and interpreted 
in the light of information furnished by the 
other tests as well as the history and physical 
findings. 

Tularemia. Tularemia is relatively widespread 
and common in this country. The usual cases 
with abrupt onset, history of dressing wild ro- 
dents, chills, fever, and prostration offer no prob- 
lem. It must be remembered that one occasion- 
ally sees mild and ambulatory cases of this dis- 
ease which demonstrate no ulcer. It is known 
that the causative organisms can enter the un- 
broken skin and cause no ulcer. The agglutina- 
tion test for P. tularense becomes positive during 
the second week of the infection and is of diag- 
nostic aid. It may remain positive however for 
years. 

Rheumatic Fever. Rheumatic fever should be 
suspected when malaise, anorexia, pyrexia, and 
generalized fleeting pains occur in children or 
young adults over a period of weeks or months. 
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There are no specific diagnostic tests. The ab- 
sence of arthritic signs or symptoms should not 
be taken as evidence that the condition does not 
exist. The presence of chorea, subcutaneous nod- 
ules, and increased sedimentation time, and an 
increased P-R interval should aid the diagnosis. 

Subacute Bacterial Endocarditis. An endocar- 
ditis should be suspected whenever recovery from 
an acute infection is slow and is associated with 
a continued low grade fever. There will usually 
be a history of a previous upper respiratory in- 
fection from which the patient failed to com- 
pletely recover.’There is malaise, a prolonged 
low-grade fever, and evidence of mitral stenosis 
with eccentric cardiac contour, a presystolic mur- 
mur and thrill. There may only be an apical sys- 
tolic murmur. Careful search will be rewarded 
by the discovery of petechiae which usually ap- 
pear first on the retina, conjunctiva, and nail- 
beds. Splenomegaly is often present and blood 
cultures will reveal the presence of Streptococcus 
viridans. A negative culture does not exclude 
the diagnosis. 

Trichinosis. Trichinosis is often the cause of 
an undiagnosed, low grade fever. The diagnosis 
is usually established from a history of the in- 
gestion of raw or poorly cooked pork. There may 
or may not be an eosinophilia. Trichinella larvae 
may be found in the feces or the centrifuged 
blood. Cysts may be recovered from a biopsy of 
muscle tissue. The intradermal test is simple and 
fairly conclusive evidence of the diagnosis. 

The first examination which might yield a 
positive diagnosis is the search for the migrating 
larvae in the arterial blood. This is done by tak- 
ing from 5 to 10 cc. of arterial blood and laking 
it with 10 to 15 volumes of 3 per cent acetic 
acid, centrifuging, washing the sediment, cen- 
trifuging again, and examining the sediment 
under the microscope. The migratory larvae 
measure 100 by 6 microns and are granular in 
appearance except for a refractile anterior cap. 
At this stage of the infection, the skin test 
should give a positive, or at least a delayed posi- 
tive reaction. 

The technique of the skin test is simple. The 
skin of the forearm is the preferred site. After 
scrubbing the skin with alcohol and allowing it 
to dry, a syringe fitted with a No. 26 one-half 
inch needle is used to inject 0.01 cc. of a 
1:10,000 dilution of the antigen intradermally. 
Since the antigen is prepared with physiologic 
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saline, this solution alone may be used as a 
control. 

A positive reaction to the intradermal test is 
of the immediate type and usually appears with- 
in 15 to 20 minutes after the injection of the 
antigen. In rare instances, there may be a de- 
layed reaction which does not reach its height 
before 24 hours. In using the antigen it is neces- 
sary to observe the patient at the end of 24 
hours, providing the initial reading has been 
negative. Since no arbitrary standards can be set 
forth for evaluating the test, judgment is neces- 
sary in interpreting the reaction. It is agreed that 
the formation of a wheal with a diameter larger 
than the control wheal (3 mm. or more) with 
or without pseudopodia, represents a positive 
reaction to the test. The wheal is usually sur- 
rounded by a zone of erythema, but the amount 
of this erythema is not so important as is the 
size of the wheal and the presence of pseudo- 
podia. Should an additional diagnostic check 
be desired, a sample of the patient’s blood serum 
may be sent to the Division of Zoology, National 
Institutes of Health, Washington, D. C., for a 
precipitin test. 

Malignant Tumors. Fever may. be an early 
sign of an unrecognized malignancy. Carcinoma 
of the stomach and bowel, as well as ulcerative 
colitis may produce a low grade fever, and leuko- 
cytosis without sufficient symptoms to call the 
patient’s attention to the underlying condition. 
The value of a carefully taken history and the 
almost ritualistic inclusion of a rectal examina- 
tion on every patient given a physical examina- 
tion cannot be emphasized too much since they 
will usually lead to the diagnosis. 

Infectious Mononucleosis. This disease is fre- 
quently mistaken for other conditions. Cases 
formerly diagnosed as grippe, influenza, septic 
sore throat, mesenteric adenitis, appendicitis, 
diphtheria, aseptic lymphocytic meningitis, in- 
fluenza and choriomeningitis are now being rec- 
ognized as examples of infectious mononucleosis. 
The percentage of recognized cases would be 
greatly increased if all patients with fever were 
to be examined carefully for enlarged lymph 
glands and spleen, and if blood smears were to 
be made routinely. Too often the physical ex- 
amination is confined to. the heart, lungs, ab- 
domen and throat. 

In sporadic cases the diagnosis is not easy un- 
less the disease is always borne in mind as a pos- 
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illumination is a useful procedure in detecting 
changes in the frontal or maxillary sinuses. The 
frontal sinuses are illuminated by placing the tip 
of the illuminator under the supraorbital wall. 
The maxillary sinuses are transilluminated by 
placing the light against the malar region imme- 
diately below the orbital rim. They are visualized 
by looking at the palate through the open mouth. 
The procedure should be done in a dark room 
for best results. The sinuses may fail to trans- 
illuminate clearly in the presence of the follow- 
ing: (1) small or absent frontal sinus; (2) ab- 
normal thickness of the bony structure; (3) the 
presence of neoplasms; and (4) hyperplastic 
thickening of the sinus mucous membranes. 

A family history of allergy is important. Nasal 
and sinus secretions should be studied by stain- 
ing smears obtained from these areas with eosin- 
methylene blue and looking for eosinophiles in 
these smears. A preponderance of eosinophiles 
may be demonstrated in the allergic nose other- 
wise free from infection. The predominating or- 
ganisms should be determined by bacteriologic 
study. 

Roentgen examination may be of great assist- 
ance particularly for positive information and it 
should be a part of the study in all difficult cases. 
Great care is needed in the taking as well as in 
the interpretation of these films. 

Prostatic Infection. Early prostatic infection 
and carcinoma is frequently overlooked. The 
prostate gland is regarded by many urologists as 
being second only to infected tonsils as a cause 
of arthritis; it may also be responsible for bur- 
sitis, iritis, myositis, neuritis, and endocarditis. 

The diseased prostate gland may feel normal 
on palpation. A nodular gland should never be 
massaged until tuberculosis and carcinoma have 
been excluded. Any excess over six polymor- 
phonuclear leukocytes in the prostatic secretion 
is regarded as evidence of infection. Lesions due 
to metastasis from prostatic carcinoma may be 
diagnosed from the results of the acid and alka- 
line phosphatase in the blood. 

Undulant Fever—Brucellosis. Few signs aid 
the diagnostician in undulant fever. A mild, ob- 
scure form, diagnosed only with difficulty, may 
last for years. Due to the protean manifestations 
of this disease many cases remain undiagnosed. 
The undulant nature of the fever is not charac- 
teristic of the chronic type of infection. Low 
grade fever may occur and persist for many 


months. Frequent findings are weakness, loss of 
weight, anemia, bursitis, spondylitis, periarthritis, 
scotomas, and mental depression and neuras- 
thenia. 

Diagnostic procedures include the agglutina- 
tion test, intradermal tests using antigens of 
killed Brucella or substances prepared from 
them, blood and urine cultures, and the opsono- 
cytophagocytic index. The agglutination reac- 
tions are of value after the second week and be- 
come positive in about one half of the cases. A 
titer of over 1:40 is considered diagnostic, espe- 
cially if it increases during the course of the dis- 
ease. When positive, this test is highly reliable. 
It may occasionally agglutinate B. tularense, but 
in low titer. Intradermal tests are of questionable 
value and may sensitize the subject. A positive 
test denotes that the patient, at some previous 
time, has been sensitized by contact with the 
infectious agent. The test may remain positive 
for years. A skin test, while positive, if unsup- 
ported by other evidence, cannot be accepted as 
proof of active undulant fever. Guinea pig in- 
oculation is advised, for frequently organisms 
are recovered by this method when attempts at 
culture prove fruitless. The organisms can be re- 
covered from cultures of the blood, urine sedi- 
ment, feces, joint fluid, biopsy specimens, uter- 
ine discharges, or abscesses, using special media. 

No single diagnostic procedure for Brucella 
infection, save culture, is in itself adequate. The 
tests must be used as a battery and interpreted 
in the light of information furnished by the 
other tests as well as the history and physical 
findings. 

Tularemia. Tularemia is relatively widespread 
and common in this country. The usual cases 
with abrupt onset, history of dressing wild ro- 
dents, chills, fever, and prostration offer no prob- 
lem. It must be remembered that one occasion- 
ally sees mild and ambulatory cases of this dis- 
ease which demonstrate no ulcer. It is known 
that the causative organisms can enter the un- 
broken skin and cause no ulcer. The agglutina- 
tion test for P. tularense becomes positive during 
the second week of the infection and is of diag- 
nostic aid. It may remain positive however for 
years. 

Rheumatic Fever. Rheumatic fever should be 
suspected when malaise, anorexia, pyrexia, and 
generalized fleeting pains occur in children or 
young adults over a period of weeks or months. 
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There are no specific diagnostic tests. The ab- 
sence of arthritic signs or symptoms should not 
be taken as evidence that the condition does not 
exist. The presence of chorea, subcutaneous nod- 
ules, and increased sedimentation time, and an 
increased P-R interval should aid the diagnosis. 

Subacute Bacterial Endocarditis. An endocar- 
ditis should be suspected whenever recovery from 
an acute infection is slow and is associated with 
a continued low grade fever. There will usually 
be a history of a previous upper respiratory in- 
fection from which the patient failed to com- 
pletely recover.'There is malaise, a prolonged 
low-grade fever, and evidence of mitral stenosis 
with eccentric cardiac contour, a presystolic mur- 
mur and thrill. There may only be an apical sys- 
tolic murmur. Careful search will be rewarded 
by the discovery of petechiae which usually ap- 
pear first on the retina, conjunctiva, and nail- 
beds. Splenomegaly is often present and blood 
cultures will reveal the presence of Streptococcus 
viridans. A negative culture does not exclude 
the diagnosis. 

Trichinosis. Trichinosis is often the cause of 
an undiagnosed, low grade fever. The diagnosis 
is usually established from a history of the in- 
gestion of raw or poorly cooked pork. There may 
or may not be an eosinophilia. Trichinella larvae 
may be found in the feces or the centrifuged 
blood. Cysts may be recovered from a biopsy of 
muscle tissue. The intradermal test is simple and 
fairly conclusive evidence of the diagnosis. 

The first examination which might yield a 
positive diagnosis is the search for the migrating 
larvae in the arterial blood. This is done by tak- 
ing from 5 to 10 cc. of arterial blood and laking 
it with 10 to 15 volumes of 3 per cent acetic 
acid, centrifuging, washing the sediment, cen- 
trifuging again, and examining the sediment 
under the microscope. The migratory larvae 
measure 100 by 6 microns and are granular in 
appearance except for a refractile anterior cap. 
At this stage of the infection, the skin test 
should give a positive, or at least a delayed posi- 
tive reaction. 

The technique of the skin test is simple. The 
skin of the forearm is the preferred site. After 
scrubbing the skin with alcohol and allowing it 
to dry, a syringe fitted with a No. 26 one-half 
inch needle is used to inject 0.01 cc. of a 
1:10,000 dilution of the antigen intradermally. 
Since the antigen is prepared with physiologic 
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saline, this solution alone may be used as a 
control. 

A positive reaction to the intradermal test is 
of the immediate type and usually appears with- 
in 15 to 20 minutes after the injection of the 
antigen. In rare instances, there may be a de- 
layed reaction which does not reach its height 
before 24 hours. In using the antigen it is neces- 
sary to observe the patient at the end of 24 
hours, providing the initial reading has been 
negative. Since no arbitrary standards can be set 
forth for evaluating the test, judgment is neces- 
sary in interpreting the reaction. It is agreed that 
the formation of a wheal with a diameter larger 
than the control wheal (3 mm. or more) with 
or without pseudopodia, represents a positive 
reaction to the test. The wheal is usually sur- 
rounded by a zone of erythema, but the amount 
of this erythema is not so important as is the 
size of the wheal and the presence of pseudo- 
podia. Should an additional diagnostic check 
be desired, a sample of the patient's blood serum 
may be sent to the Division of Zoology, National 
Institutes of Health, Washington, D. C., for a 
precipitin test. 

Malignant Tumors. Fever may be an early 
sign of an unrecognized malignancy. Carcinoma 
of the stomach and bowel, as well as ulcerative 
colitis may produce a low grade fever, and leuko- 
cytosis without sufficient symptoms to call the 
patient's attention to the underlying condition. 
The value of a carefully taken history and the 
almost ritualistic inclusion of a rectal examina- 
tion on every patient given a physical examina- 
tion cannot be emphasized too much since they 
will usually lead to the diagnosis. 

Infectious Mononucleosis. This disease is fre- 
quently mistaken for other conditions. Cases 
formerly diagnosed as grippe, influenza, septic 
sore throat, mesenteric adenitis, appendicitis, 
diphtheria, aseptic lymphocytic meningitis, in- 
fluenza and choriomeningitis are now being rec- 
ognized as examples of infectious mononucleosis. 
The percentage of recognized cases would be 
greatly increased if all patients with fever were 
to be examined carefully for enlarged lymph 
glands and spleen, and if blood smears were to 
be made routinely. Too often the physical ex- 
amination is confined to. the heart, lungs, ab- 
domen and throat. 

In sporadic cases the diagnosis is not easy un- 
less the disease is always borne in mind as a pos- 
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sibility, and a blood smear and a heterophile 
agglutination test made. The blood picture, 
which permits ready diagnosis, shows lymphocy- 
tosis—not monocytosis. The lymphocytes are of 
all shapes, sizes, and staining characteristics. 
There is no anemia or reduction in platelets 
which is in contrast to leukemia wherein one 
type of cell, the lymphoblast, predominates. The 
anemia in leukemia is rapidly progressive and 
thrombocytopenia is the rule. In smouldering 
chronic infections, a lymphocytic reaction is 
commonly seen and it is sometimes confused 
with infectious mononucleosis. 
The heterophile test gives a positive aggluti- 
nation usually with sheep’s red cells. False posi- 
tive Wassermann tests are frequently observed 
concurrently with the positive heterophile reac- 
tion. Characteristic symptoms and signs are fe- 
ver, tender lymph nodes (particularly those of 
the posterior cervical chain, although the axil- 
lary, inguinal, and mediastinal nodes are fre- 
quently affected), a typhoid, morbilliform or 
scarlatinal eruption, conjunctivitis, malaise, 
pharyngitis, and epistaxis. Jaundice may be the 
presenting symptom and as a result the case mis- 
takenly diagnosed as infectious hepatitis. Menin- 
geal symptoms occur but are not common. 
Drugs and Serums. Fever may follow the in- 
gestion or administration of drugs and serums, 
including adrenalin, thyroxin, dinitrophenol, 
alcohol, iodides, bromides, neoarsphenamine, 
belladonna morphine, and _ barbiturates. The 
most important drug fever seen today is that 
caused by the sulfonamides. Other toxic causes 
of fever are reactions to pyrogens in rubber tub- 
ing and transfusion reactions. Fever is frequently 
associated with hyperthyroidism, heart failure, 
pulmonary, and myocardial infarction. 
Subdiaphragmatic Abscess. One should always 
exclude the presence of a subdiaphragmatic 
abscess in the diagnosis of obscure fever. X-ray 
studies by a qualified roentgenologist may be of 
valuable assistance. A scout film may detect 
calculus or a psoas abscess. The administration 
of a course of emetine hydrochloride has many 
times cleared up almost miraculously a long- 
standing puzzling case of low-grade fever, 
amebic in origin. 
Histoplasmosis. Histoplasmosis, while rare in 


the acute symptomatic form, would be diagnosed 
more frequently if it were considered as a possi- 
bility in all diseases characterized by chronicity, 
fever, emaciation, leukopenia, and splenomegaly. 
Smears of the peripheral blood will at times show 
parasitized mononuclear cells. Sternal puncture 
will reveal a greater number of positive smears. 
Cultures thought to contain H. capsulatum 
should be kept one month before being dis- 
carded. A positive complement fixation test is di- 
agnostic; this is not true of the skin test, which 
has much the same significance in histoplasmosis 
as the tuberculin test in tuberculosis. 

Periodic Fever. Reimann’s observations( 12) 
(13) have emphasized that fever may occur in 
the absence of infection. He has collected many 
cases demonstrating the following periodic fea- 
tures: (1) fever, (2) benign paroxysmal perito- 
nitis, (3) neutropenia, and (4) arthralgia. 

Theories as to the influence of infections, al- 
lergy, endocrinologic or nervous factors appear in- 
adequate. The name periodic disease has been 
given to this symptom complex(14). 

New Virus Disease. Recent attention(15) has 
been called to the isolation of a filtrable agent 
which was isolated from patients with muscular 
paralysis which closely resembles poliomyelitis. 
Findings suggest the virus of this new disease has 
epidemiologic features similar to that of poli- 
omyelitis. It differs, however, in that it can be 
isolated only by intracerebral inoculation of mice 
or hamsters. Monkeys are not susceptible. Lesions 
produce widespread degeneration of skeletal 
muscle without any involvement of the central 
nervous system or peripheral nerves. 

Melnick, Shaw, and Curnen of Yale have 
confirmed this early work of Dalldorf and Sickles. 
Their findings indicate this virus disease was 
widespread in this country in 1948. Thus the 
diagnosis of poliomyelitis, even during epidemics, 
has now become further complicated since in- 
fections with this new virus will have to be con- 
sidered in both paralytic and nonparalytic infec- 
tions. 

This new agent can produce fever without any 
meningeal or muscular symptoms and such in- 
fections must therefore be included in the dif- 
ferential diagnosis of acute causes of obscure 


fever. 
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SUGGESTED DIAGNOSTIC PROCEDURES IN THE STUDY OF CRYPTOGENIC FEVER 


Region of Body 
Retina, conjunctiva, nail bed 


Head, face, mouth 


Rectum 


Skin 


What To Look For 
Petechiae in bacterial endocarditis 


Infected teeth, tonsils, etc. Antral 
transillumination for cloudy, thickened 
sinuses; nasopharyngeal examination im- 
portant 

Otitis media, mastoiditis 

Rash, masses, hepatomegaly, splenomegaly 
Thrombophlebitis; secondary lesions in 
syphilis; tender lesions in bone; pathologic 
fractures 


Palpation and transillumination to detect 
masses, fluctuation, discharge, ulcers, etc. 
Masses, bleeding in malignancy, prosta- 
titis, Bartholinitis, seminal vesiculitis, drain- 
ing sinuses, nodular prostate gland 
Spotting, fixation of uterus, inflammations, 
erosions 

Petechiae, jaundice, rash 

Type of temperature curve; nodules on 
bone or vessels 


Trachea and Larynx 


Bladder and Ureters 


Liver 
Vagina 


Rectum, anus, and sigmoid 


Laryngoscopy to detect tuberculous, syph- 
ilitic, or other ulcerations 


Cystoscopy for direct visual approach to 
the bladder and for securing catheterized 
specimens from each ureter to detect pres- 
ence and source of colon or tubercle ba- 
cilli etc. 


Peritoneoscopy may detect malignant le- 
sions of the liver and abdominal viscera 


Speculum examination will reveal erosions 
of the cervix 
Proctoscopy and sigmoidoscopy will detect 


ulcers, erosious, and malignancies not 
within reach of palpating finger 


H. Capsulatum 


Widal test 
Heterophile reaction 
Weil-Felix reaction 
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Positive test diagnostic 


Positive during 2nd week of typhoid fever 
Diagnostic for infectious mononucleosis 


Typhus and Rocky Mt. fever both give 
positive agglutination test and are there- 
fore differentiated by using suspensions of 
killed rickettsia from egg yolk cultures 


Endoscopy 


Agglutination 
and 

Complement Fixation 
Tests 


Inspection 
and ia 
Palpation 
Abdomen 
Extremities 
. 
Breast 
Vagina 
Other 
‘ 


What to Look For 


qt TL B. Abortus Low titer reactions should not be ignored 

~ ; since they may point to a developing ag- 
glutinin response or to defervescence of 
such response. Negative reaction without 
significance. Tests must be done before any 
Brucella antigen is used as a skin test or 
“false” agglutinins may be so induced 


Ur Ly P. Tularense Test positive 2nd week and may remain 
positive for years 


T. Pallidum Kahn, Kline, Wassermann, Eagle, Hinton, 
Kolmer and Mazzini tests. Kahn and Kline 


less expensive and are satisfactory in ex- 
perienced hands 


Will establish causative organisms in septicemia, endocarditis, menin- 
> gococcemia and typhoid. Keep H. capsulatum cultures one month before 
—— discarding 


Hemogram, Special Both thin and thick smears should be studied in malaria. Morphology and 
smears and sternal count of value in leukemias, polycythmia, pernicious anemia and aplastic 
bone marrow studies anemia 


Sputum study For tubercle bacilli Culture and animal inoculation necessary 
Gastric washings and malignant cells to establish the diagnosis of tuberculosis 
Bronchial lavage beyond doubt. The study of malignant 
cells requires specialized techniques by ex- 
perienced technicians 


Lumbar puncture May be needed to diagnose meningitis, poliomyelitis. 


Roent: h Face and skull Sinus disease 
— Antral thickening, 
empyema etc. 
Apical dental infection 
Mastoiditis 


Pulmonary tuberculosis, abscess, 
nancy 

Mediastinal masses, lymphomas 
Hiatus hernia 

Lymphadenitis in children and young 
adults 

Mitral configuration in rheumatic heart 
disease 

Angiocardiography to confirm diagnosis of 
congenital heart disease 


malig- 


Scout film to detect calculus, subdiaphrag- 
matic or psoas abscess 

G-I series to detect malignancy, ulcer or 
diverticulitis 

Gall bladder series for appraisal of func- 
tion and presence of stones. Pancreatic 
stones 
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What to Look For 


Abdomen (cont.) I-V pyelography and retrograde pyelog- 
raphy to detect stricture, stones and other 
disease of the lower genitourinary tract 


Metastasis may be found 


Pelvis and long bones, 
skull 


Name of Test 


Tuberculin test—Patch test satisfactory but intradermal more sensitive and 
specific and is preferred 


Brucella antigen (heat-killed B. abortus, 2,000 million per cc.); indicate 
sensitivity to Brucella but give little or no informetion as 


to the present status of the infection 
Foshay detoxified vaccine test—becomes positive early in tularemia 


Trichiniasis test—see details elsewhere in this article 


Casoni test—of value where hydatid cysts suspected 


Tubercle bacilli or B. coli may be recovered 


Cultures on special media and animal inoculation may be necessary to \ 
confirm diagnosis Gas 


Stool culture for ova, parasites and bacterial pathogens Feces Examination 


Lymph glands, liver, skeletal muscle, skin and cervix Biopsy 
Useful for lymphomas, trichiniasis and periarteritis nodosa 
f Increased in fever associated with hyperthyroidism and infection. Normal Basal Metabolic Rate 


in habitual hyperthermia 
May be normal in hyperthermia due to brain lesion 


Information of Value 


Geographic location or recent change of residence 
Contact with persons or animals recently ill 
Drinking contaminated water or unpasteurized milk 

Drugs, ointments, sleeping pills, injections, tonics and sulfonamide tablets 


Fever caused by Antipyretics successful but temperature Therapeutic Tests 
infections rarely lowered when narcotics given 

Elevated temperature in habitual hyper- 

thermia and “neurosis” type of fever not 

reduced by antipyretics, but reduced by 

morphine or other narcotic 

Reduced by antibiotic agents 

Emetine confirms presumptive diagnosis of 

amebic infection 


Roentgen irradiation may give excellent re- 
sults 


Lymphoblastoma 


& 
4 
4 
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CONSULTATION SERVICE 


Memsers of the American Academy of General Practice are invited to use 
our Information Please department for answers to their difficult medical 
problems. Send your questions to Editor, GP, 406 West 34th St., Kansas 
City, Mo., and they will be forwarded to the member of our Editorial 
Advisory Board who is best qualified to assist unless a definite member 
is desired, in which case the name should be mentioned with your question. 
All questions must be signed, although your name will not be mentioned 
unless you so desire. All questions will be answered by mail and those of 
special interest will be published in Information Please. Any additional 
comments you may have as to the questions or answers in this department 


will be welcomed and will be published where considered to be of special 
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BY WALTER C. ALVAREZ, M. D. 


A number of common functional conditions in the thorax 


and abdomen are described which are often puzzling to 


the physician and which are often diagnosed wrongly. 


Hints have been given for their recognition. 


IN CONSULTANT PRACTICE, an internist is most 
happy when, as usually happens, he can agree 
with the diagnosis made by the home physicians. 
That makes everyone feel good. Then there are 
the cases in which the consultant is just as 
puzzled as were the home physicians. About all 
he can say, perhaps, is that he is sure that the 
few abnormalities revealed during the examina- 
tion—like a ptosed kidney or a few diverticula on 
the colon—cannot possibly explain the symptoms 
complained of. Finally, there are the cases in 
which the consultant has to disagree with the 
home physicians. Often, then, his opinion is 
that the syndrome is that of a neurosis or mild 
psychosis or some functional trouble, and usually 
he makes the diagnosis on the basis of the his- 
tory. He can do this simply because he has had 
the great advantage of having worked long in a 
restricted field. Other specialists and general 
practitioners do the same trick in their fields— 
using their special knowledge gained through 
years of work. Unfortunately, much of this 


knowledge never gets into the books. It should 
be there, because it is the sort of knowledge that 
all good practitioners are most anxious to get. 
For lack of it, many wrong diagnoses are made. 

In this article I have brought together a lot of 
useful hints of diagnosis that I have picked up in 
the last forty years. 


Functional Troubles in the Thorax 


Globus. One of the first symptoms that every 
medical student should get to know and learn 
to recognize in a moment is globus. Usually it is 
felt in the neck, but in some cases it is felt also 
under the sternum. There it is described as a 
feeling of distension, or of something threaten- 
ing to burst. This symptom tells so much about 
the nervous nature of the patient that its pres- 
ence or absence should often be determined. 
Naturally, the physician must never suggest to 
the patient that this distress might be due to dis- 
ease in the heart, esophagus, or lungs. 


CONTINUED ON THE FOLLOWING PAGE 
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Air Hunger and Hyperventilation. Another 
nervous symptom that every physician should 
know well is air hunger, or the feeling that one 
cannot take a deep enough breath. The patient, 
usually a nervous woman, often jumps from bed 
and runs to an open window, hoping there to 

- get help from air with more oxygen in it. Some 
persons awaken with air hunger perhaps because 
for a time they have been breathing shallowly 
because of a stuffy nose. Under such circum- 
stances it is conceivable that the air in their 
lungs has become somewhat deficient in oxygen. 
The symptom should never be confused with 
the dyspnea which comes with exertion, but it 
happens often by physicians who do not take 
time to cross-question their patients. Some per- 
sons, when frightened by air hunger, start hy- 
perventilating and this brings down on them 
some even more alarming distresses, such as 
lightheadedness and giddiness. 

It is highly important that when a physician 
is called to see such a frightened patient he im- 
mediately reassure, give a sedative, and say, “Go 
back to sleep.” He should not send the patient 
to the hospital and order electrocardiograms. 
That usually makes matters worse. 

Pseudo-heart Attacks. Especially in the case 
of persons of neurotic or hysterical make-up, one 
can often get a history of what I call “pseudo- 
heart attacks.” Usually the patient is awakened 
greatly frightened, perhaps by one of those big 
heart beats that follows an extrasystole. Then 
comes, perhaps, palpitation, sweating, air hunger, 
hyperventilation, or hysterics, with a great fear 
of death. If the physician who arrives on the 
scene immediately sizes up the situation, reas- 
sures everyone, and sends everyone back to bed, 
all is well; but if he does not see clearly what is 
wrong, and if he says things that add to the 
alarm of the patient and the family, he is likely 
then and there to fasten onto the man or woman 
a bad cardiac neurosis. 

Fibrositic Aches in the Thoracic Wall. Every 
week a busy consultant sees patients who, be- 
cause of an ache in the thoracic wall, have been 
needlessly frightened with a diagnosis of coro- 
nary heart disease. Actually, if the doctor had 
taken a good history he would have learned that 
the trouble was an ache and not a pain; that it 
never came because of exertion or emotion, and 
that it was not promptly relieved by rest. From 
this history alone, and from palpation of the sore 


intercostal muscles, he could have seen in a min- 
ute that all the person had was a fibrositic ache 
in the thoracic wall, perhaps with occasional 
fleeting jabs of neuralgic pain. Probably in most 
such cases the wise thing is not to order an elec- 
trocardiogram. To have one made may serve 
only to suggest doubt. Often it is bad to base 
the diagnosis on a laboratory report instead of on 
clinical wisdom. 

Heartburn. Other common causes of supposed 
anginal distress are heartburn, or a small dia- 
phragmatic hernia, or some sand in the gallblad- 
der. Again, the diagnosis can generally best be 
made from a good history. With heartburn the 
distress runs from the stomach up under the 
sternum, while with a diaphragmatic hernia the 
trouble may come when the patient lies down 
soon after eating, or bends over to tie the shoes. 
With cholecystitis the pain is likely to begin 
around the gallbladder and to run up under the 
right scapula, and between cotics there should 
be some flatulent indigestion. 

Pseudo-anginal Pain in Women. Not infre- 
quently in the case of women, young or middle 
aged, one gets a story of a mild angina-like ache 
around the heart and down the left arm, but 
this comes with fatigue and not with exertion. 
It does not come when the woman walks fast. 
Often, the patient’s age is of diagnostic aid. In 
the absence of severe hypertension, women un- 
der thirty practically never have coronary heart 
disease. 

One Must Not Trust the Electrocardiogram 
Alone. Over and over again the medical stu- 
dent should be taught not to diagnose heart dis- 
ease or to give a bad prognosis on the basis of 
an electrocardiogram alone. Always he should 
ask and find out what the patient’s heart can do. 
Can it tolerate uncomplainingly a fast walk, or 
a run upstairs, or eighteen holes of golf over a 
hilly course, or hunting in mountainous country? 
If it can handle well such demands, it must be an 
efficient piece of machinery, and then little 
changes in the electrocardiogram should be dis- 
regarded and not even reported to the patient. 
Unfortunately, today most physicians appear to 
be reporting almost every little deviation in the 
electrocardiogram as a sign of myocardial injury. 
and as a result thousands of healthy men are be- 
ing badly scared and perhaps even made to re- 
tire from business. 

Cerebral Thrombosis. Another occasional cause 
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of pain or distress in the thorax of a man or 
woman past forty years of age is the thrombosis of 
a little blood vessel in the brain, with the refer- 
ence of some sort of a “storm” out into the chest. 
In such cases the electrocardiogram is essentially 
normal, the blood sedimentation rate remains 
low, and the patient goes on, not like a man 
crippled with heart disease. If the injury to the 
brain was bad enough, he goes on like a man 
who has had a nervous breakdown. He may be 
slowed up, or irascible, or untidy, or overly emo- 
tional, and because of these changes he may 
never be able to work again. 

Cardiospasm and Esophagospasm. Another 
rare form of thoracic and abdominal pain is due 
to cardiospasm and other fairly common dis- 
tresses appear to be due to abnormal forms of 
peristalsis in the esophagus. They are likely to 
be associated with gurgles coming up the esoph- 
agus, with air-swallowing, and belching and 
burping. 

Constant Psychosomatic Pain. Another dis- 
tress is the rather common constant type which 
is there day and night for months, or which 
comes particularly when the patient gets de- 
pressed or overly tired or outraged over some- 
thing. It appears to be produced in the brain 
and referred out to the periphery. 

Nocturnal Pains or Nausea. Another type of 
distress will cause the victim to sit up for an 
hour or two during the night, perhaps with some 
nausea. Often, then, it is hard to say what is 
wrong; but on questioning the patient or his 
wife it may be learned that the trouble does not 
come when the man is on a vacation. This in- 
dicates that it is due to the fatigue and tension 
of the day’s work. In other cases, by having the 
patient go supperless to bed, it can soon be 
learned that some food such as coffee, is the of- 
fending agent. Or it can be learned that exces- 
sive smoking or chewing of tobacco is the cause. 
In other cases the cause of the nightly distress or 
waking with alarm is fear or business or family 
worry. 

Aches Due to Tenseness. In an occasional case 
it can be learned that the ache in the thorax and 
perhaps also in the abdomen is due to the ten- 
sion of living with a difficult, hard-driving, or 
critical spouse. In these cases the story may be 
that the man gets the pain when he goes home, 
or the wife gets it at 5:30 p.m. when the hus- 
band puts his key into the lock in the front door. 
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Functional Troubles in the Abdomen 


There are a number of abdominal symptoms 
which should be well known to every physician, 
and easily recognized as sure signs of a nervous 
or psychic trouble. Unfortunately, today, in 
many offices the significance of these symptoms 
is not being recognized, partly because the 
physician was not properly trained in college, 
and often because he did not cross-question the 
patient long enough to find out just what he or 
she meant by a certain statement. 

Regurgitation. For instance, a young woman 
will come in and say that she is “vomiting” and 
the physician will promptly assume she has an 
ulcer blocking the pylorus. Actually, a minute’s 
cross-questioning would show that she is regur- 
gitating her food right after eating it or even 
during the meal. The food comes up without 
any nausea or retching. As the patient may say, 
it comes up just as it does in a baby whose 
stomach is too full. 

This is not vomiting, and the distinction is of 
enormous importance, because, in my experience, 
regurgitation is always a functional trouble. I 
have never seen it cured by any. operation or 
series of operations, and I can remember only 
one case in which a regurgitator got a duodenal 
ulcer on top of her other troubles. The symp- 
tom appears sometimes to be based on an inborn 
predisposition, or psychopathic constitution, and 
it is often brought out by frustration, unhappi- 
ness, fatigue, or too strenuous an effort to re- 
duce weight. So far as I know, the trouble can 
be relieved only by psychotherapy or a rest cure 
or getting the patient out of an unhappy situ- 
ation. I have known these women to be operated 
on a half-dozen times without any improvement. 
I said “women” because the symptom is rarer 
in men. 

A Hint on the Diagnosis of Vomiting. Many 
a physician could save himself much diagnostic 
floundering about if, when a woman says she 
vomits severely and perhaps for two or three 
days, he would ask her what she brings up. A 
man with pyloric obstruction due to an ulcer or 
carcinoma will say that he brings up much food, 
and food that has been eaten many hours be- 
fore, but a woman who is vomiting because of 
migraine or hysteria will saythat all she can 
bring up is bile-stained water. This shows in- 
stantly that there is no pyloric obstruction, and 


ay 

‘i 
45 


only some reverse peristalsis in the bowel. 

With this answer, the physician hardly needs 
to send the patient for roentgenograms of the 
stomach. Often, all he needs do is to ask and 
learn that the woman is highly migrainous, and 
perhaps that her two-day bouts of vomiting and 
abdominal pain always follow a set-to with the 
husband or some other relative. 

Belching and Air-swallowing. Many a woman 
will say she has “gas,” and the physician will at 
once give her a diet. But she does not need one 
because she has no indigestion! Cross-question- 
ing would quickly show that she rarely, if ever, 
bloats, and she practically never passes any flatus. 
What, then, is she complaining about? She is 
belching, and a little more questioning will show 
that she is doing this repeatedly, just as a man 
might crack his knuckles. What she does is to 
swallow air down as far as the cardia, and then 
bring it right up again. She does this when 
she gets jittery or panicky or full of fear about 
something, and her main trouble is her great 
nervousness or mild psychopathy. I have seen 
somewhat psychotic persons who belched vio- 
lently in this way whenever they became 
alarmed. The point for every physician to keep 
clearly in his mind is that belching of this type 
is a psychiatric, not a gastro-enterologic disease. 

Bloating. Sometimes it turns out that what a 
woman means when she says she has “gas” is 
that she is bloating. But with this the swelling 
may come up suddenly and go down suddenly 
without ever any passage of flatus, and then a 
little roentgenologic study will show that when 
she is bloated there is no extra amount of gas 
in the bowel. Her appearance is due purely to a 
hysterical type of contraction of the muscles in 
the back of the abdominal wall, together, per- 
haps, with the assumption of a lordotic posture. 
This syndrome is always nervous in origin and 
is never helped by any number of operations. 

The Hypersensitive Bowel. Another type of 
bloating is due to hyperse... tiveness and exag- 
gerated reflexes. As a result, the bowel may fill 
suddenly with gas when the patient drinks a 
glass of cold pop, or when he is hurt or fright- 
ened. The gas apparently pours out of the blood 
into the bowel. Still another type of bloating, 
usually with colicky pain, is due to allergic sensi- 
tiveness to some food. This can be determined by 
keeping a record of unusual foods eaten before 


each spell. 


Epigastric Burning. Another common nervous 
symptom is epigastric burning. I think it is al- 
ways a paresthesia in the skin, and I have never 
seen it helped by any operation. Even when a 
man. has an ulcer this is not the cause of the 
burning. I agree with Sir Thomas Lewis in be- 
lieving that it is purely a neurosis. These burn- 
ings can be distinguished from heartburn by 
noting how the patient points. If his hand re- 
mains over his epigastrium it is “a burning,” but 
if he runs his hand up over the sternum, it is 
heartburn. 

Heartburn. Heartburn is a burning or rending 
feeling that comes usually in the thorax. To 
show where it is felt, the patient usually runs 
his hand up over the lower half of his sternum. 
I think the syndrome is functional in nature, 
even when it happens to appear in a person who 
has an ulcer. Curiously, when heartburn occurs 
in a patient with ulcer, it comes when the ulcer 
is quiet and disappears when the hunger pain 
comes. A distinguishing point is that the heart- 
burn is usually not relieved by the taking of 
food, while the hunger pain is. The burning can 
best be relieved by washing the gastric juice out 
of the esophagus with a solution of sodium bi- 
carbonate. As one would expect, tablets of ant- 
acids do not work so well. 

“Butterflies.” Often, when a woman comes 
with the complaint of abdominal “pain,” ques- 
tioning will soon show that what she really has 
is only a fluttering, or a sensation of “butterflies,” 
or of fleeting cramps or little pinches, or itchings 
in her abdomen. These things are brought on by 
nervousness or emotion or anxiety, and hence, 
even when one finds a gallstone or a myomatous 
uterus or a questionable appendix, one can know 
that its removal will not help the situation. 

Nausea. Morning nausea or almost constant 
nausea in a man or a nonpregnant woman seems 
generally to be originating in the brain. In 
younger persons it can be due to worry or un- 
happiness or a neurosis or mild psychosis or 
tabagism; in older persons it appears sometimes 
to be due to cerebral arteriosclerosis or perhaps to 
an old unrecognized encephalitis. One finds it 
sometimes in the case of persons with insane 
relatives. In all these cases it is highly refractory 
to treatment. 

Pains of Psychic Origin. Typical of a neurosis 
is a constant ache over one side of the abdomen 
or the loin. Usually, when the woman Cit is 
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usually a woman) comes in, she says she has a 
pain but cross-questioning will show that it is 
only a nagging ache. Its constancy is a highly 
diagnostic feature which rules out such things 
as cholecystitis or ureteral obstruction. Usually, 
the ache is present day and night, except perhaps 
when the woman is too busily occupied to think 
of it. Sometimes she says she wouldn’t bother 
about it if she only knew for sure what it was 
due to and that it would not turn into anything. 
Another distinctive point is the tendency the 
ache or discomfort has to involve one side of the 
body from the scalp to the toes. The patient will 
say, “That is my bad side.” One can be the surer, 
then, that the patient has something wrong in 
the brain that gives her a slight hemi-hyperalge- 
sia. 

In these cases it is highly significant that the 
ache has nothing to do with eating or defecating 
or urinating or menstruating. It is related only 
to such things as nervousness, a feeling of de- 
pression, fatigue, standing long on the feet, using 
the arms, shopping too long, getting annoyed, 
or losing sleep. Very helpful in ruling out the 
assumption of some physicians that this type of 
ache is due to a ptosed kidney or a kinked ureter 
is the fact that it may persist throughout a fort- 
night's stay in bed. Some forms of the ache, how- 
ever, are helped by lying down, but this phe- 
nomenon seems to be related to the fact that 
standing brings fatigue and lying down brings 
rest. Always in these cases the physician should 
take a good history. Usually, if tactful and kindly 
and pertinacious, he can get a story of unhappi- 
ness or frustration or what I call being caught 
in a trap. Sometimes he will learn that the pa- 
tient has a poor nervous heredity and this is 
largely her share of the family psychopathy. 

Fibrositic Aches. Another common cause for 
abdominal aches is the fibrositis or spinal arthri- 
tis which, in the thorax, gives rise to the diag- 
nosis of angina. Sometimes the patient will say, 
“Yes, I know this ache or soreness is out in the 
abdominal wall,” or the physician can lift up 
and pinch a fold of abdominal wall and find that 
the tissues are abnormally tender on the aching 
side. It is most helpful to ask and learn that the 
ache has nothing to do with eating or fasting, 
or with emptying the bowel or passing gas. This 
shows that the source of the trouble is not in the 
digestive tract. Often the patient has an excellent 
digestion, and that tells a lot. 
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Nearly always these fibrositic aches are worse 
after sitting still or lying down, and they are 
better when the person gets up and walks about 
for a while. Occasionally they are worse the day 
before a storm arrives. Usually, the patient has 
trouble with fibrositis or arthritis in other parts 
of the body, especially up and down the spine. 
It is very helpful to learn that there have been 
attacks of lumbago, sciatica, cricks in the back, 
and wry neck. A myositis or fibrositis in the ilio- 
psoas muscle can give rise to the sort of ache in 
the right lower quadrant of the abdomen which 
so often leads to the diagnosis of chronic appen- 
dicitis and a useless appendectomy. 

The Sore Mucus-forming Colon. As everyone 
knows, one of the commonest causes of discom- 
fort in the lower half of the abdomen is the 
overly sensitive colon or whole bowel, which re- 
sponds markedly to states of nervous tension and 
to distressing emotions. With the resultant mu- 
cous colic there is likely to be a frequent desire 
to move the bowel, but all that is passed is a 
little gas and mucus. This is often complained 
of under the term “diarrhea,” but it is not diarrhea. 
Practically no fecal matter is passed, and what- 
ever is passed is generally in the form of small, 
hard scybala. I have had many a patient of this 
type brought to me with the diagnosis of “tu- 
berculous, ileitis,” when all the woman’s trouble 
was due to fright over the fact that while she 
was in the sanatorium her husband stopped 
writing or wrote that he was tired of being mar- 
ried to a wife who was always an invalid. 

Diarrhea With Pain and Flatulence. In per- 
haps 9 in 10 of the patients seen with diarrhea, 
the gastro-enterologist can find no organic cause 
for the trouble. Often he will suspect that he is 
not going to find a cause when he sees that the 
patient has remained well nourished and when 
he hears that no diet or medicine has ever 


helped. Often, then, he can find that the patient | 


and perhaps some other members of the family 
have always had a tendency toward loose stools, 
especially in the presence of excitement, or pan- 
ics of fear. I find diarrhea commonly complained 
of by the relatives of the insane. Such diar- 
rhea, often due to panic, may last for only a few 
hours or a day or two. It may disappear when 
the patient goes on a vacation and gets away 
from some annoyance or tension at home. 
Always the physician must ask to make sure 
that the patient has true diarrhea and not a mu- 
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cous colic, with the frequent passage of a little 
watery mucus and gas. That is almost certainly 
due to nervous strain or worry. 

Important is the point that the patient with 
functional diarrhea rarely has to wake at night 
to empty the bowel. It is important also to find 
out if the patient is sensitive to milk or gravies 
or other foods. In these days of excessive water- 
drinking it is well to find out if the patient is 
forcing himself to drink each day a couple of 
liters of unneeded water. I have always found 
the blood sedimentation rate very helpful. If it 
is low, there is practically no chance that the 
patient has a well-developed organic lesion in 
the bowel. 


The Bowel With Exaggerated Reflexes. There 


is also the hypersensitive or over-reactive bowel 
or digestive tract that is too closely coupled with 
the nervous system, so that the taking of food 
promptly causes a number of distressing reac- 
tions throughout the autonomic nervous system. 
These reactions consist usually of feelings of 
warmth, faintness, nausea, impending disaster 
or impending diarrhea, with flatulence, bloating, 
palpitation, sweating, or chilliness. Some _per- 
sons with such exaggerated reflexes suffer a simi- 
lar nervous distress after moving the bowels or 
urinating or having sexual intercourse. 

Equivalents of Migraine and Epilepsy. Every 
internist and gastro-enterologist should learn 
well the peculiar abdominal syndromes which 
come sometimes in highly migrainous persons 
who haven’t much headache, or in epileptics 
who have no fits. Usually, in these cases, there 
is an abdominal “storm”. which at longer or 
shorter intervals comes out of a clear sky or 
after an emotional upset. Perhaps in between 
the spells the person has good health and a good 
digestion. Because of the violence of the nausea, 
vomiting, and pain, a surgeon may fear intestinal 
obstruction and may decide he had better op- 
erate, but the lack of a distended or rigid abdo- 
men, of much if any fever, or a fast pulse, or a 
leukocytosis, or a rising sedimentation rate, or a 
gas-distended bowel as seen in a scout film, 
should tell him that he can wait. 

In many cases the most helpful diagnostic fact 
is that the patient has had several such violent 
spells through the years and they have all ter- 
minated happily. Helpful, also, when ascertain- 
able, are the facts that the worst attacks have 
followed emotional upsets, or that one or more 


of the patient’s near relatives suffer from mi- 
graine or epilepsy. Today more and more, in 
these cases, I am inclined to ask for an electro- 
encephalogram which often shows a dysrhythmia 
more or less typical of some convulsive disorder. 
Then, sometimes, dilantin will work a miracle. 

Allergy. Always in cases of this type an effort 
should be made to rule out the possibility that 
an attack was due to some allergen to which the 
patient is sensitive. Allergic sensitivity will oc- 
casionally produce bizarre and alarming syn- 
dromes, with abdominal pain and perhaps a 
vasomotor storm. It can simulate perfectly a gall- 
stone attack or the pain of peptic ulcer. 

Small Strokes. Occasionally in older persons, 
abdominal pain, sometimes of considerable se- 
verity, is due to a small stroke. The distress is 
referred out into the abdomen, just as it might 
be referred out into the face or the thorax or the 
hand. Recently I saw a physician who, after a 
stroke with a slight hemiplegia, was left with a 
constantly painful arm and hand. His brother 
had had a similar stroke which left him with a 
similar pain in his abdomen. Such pains some- 
times last for years, and are usually unaffected 
by any sedative. 

Pain Due to Emotional Debauches. Some neu- 
rotic persons, especially of the Mediterranean 
races, can, with their violent temperament, throw 
themselves into an attack resembling a gallstone 
colic. All they have to do is to indulge in a de- 
bauch of temper. 

Some.persons can get a severe gastro-intestinal 
upset with pain, vomiting, and perhaps purging 
simply by eating a large meal when they are very 
tired. They may have had some very unpleasant 
experience filled with emotion, such as a family 
row over a will, and then have started on an 
automobile journey in hot weather. Before they 
got far they had an attack resembling one due 
to the posterior perforation of a peptic ulcer. 

Naturally, it helps in all cases of the types just 
described to know that results of roentgenologic 
studies of the digestive tract were negative, but 
always, if one is to make a correct diagnosis, a 
good history must be taken, and always it helps 
to know well the syndromes here described. 

Pain Due to Constipation. Some sensitive per- 
sons suffer from a form of epigastric hunger pain 
as soon as they become constipated. They can 
get some relief from eating food because this 
tends to start up peristalsis and thus to force gas 
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onward down the bowel. This gas was being 

held up by back pressure arising in the disten- 

tion of the lower part of the colon by a fecal 
lug. 

A few persons have this feeling of back pres- 

sure and much gas when their hemorrhoids are 

irritable and sore. 

Tabagism. Tabagism or the excessive use of 
tobacco is not thought of as often as it should 
be when a patient comes with a puzzling ab- 
dominal discomfort, and perhaps nausea, loss of 
appetite, loss of weight, and crampy pains. 

Pain in the Region of the Liver. Occasionally, 
and especially since the recent epidemic of 
hepatitis, one sees a person with a sore liver who 
really has a hepatitis, as shown by the usual 
tests. Perhaps one can get a history of recent 
jaundice or hypodermic injections or a transfu- 
sion of blood, perhaps with an attack in which 
there was anorexia, indigestion, and malaise. 

Chronic or Recurring Pancreatitis. In most 
cases pancreatitis still goes unrecognized, but 
able physicians are now recognizing the disease 
more often, simply because they are thinking of 
it and watching for it. One must think of this 
disease whenever a patient has recurrent attacks 
of severe epigastric pain extending into the back 
or up into the thorax or into the region of the 
spleen. Always one must think of injury to the 
pancreas when one sees a patient hunched over 
with his arms clasped about his knees. Pain of 
pancreatic origin tends often to make the patient 
demoralized and apparently a bit psychopathic. 

Severe Pain Due to Posterior Perforation of 
an Ulcer. Ever so often one will see a person 
who complains of demoralizing pain in the epi- 
gastrium. Often, because of negative roentgeno- 
logic reports or negative findings at an explora- 
tory operation, the patient has been turned over 
to a psychiatrist. Several of my patients of this 
type had been locked up in a psychiatric ward 
of a hospital. 

The secret of diagnosing this disease is first, 
to note that the patient is in severe pain, tossing 
around on his bed and assuming curious postures 
in an effort to get relief. Often he is awake most 
of the night. Usually he has lost much weight. 
Then, one must get an old history of hunger 
pain followed by a short episode of very severe 
pain representing the penetration or perforation. 
After that, the pain was no longer controlled by 
food or alkalies. Roentgenologic studies usually 
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show a deformed cap but in some cases it ap- 
pears to be normal. Exploration will show a 
mass behind the duodenum and pancreas, if 
the surgeon has been warned to look in this re- 
gion. A Polya operation then works a spectacular 
cure. 

Pain in the Suprapubic Region. Rarely, one 
will see a man with a pain in the suprapubic 
region, and a carefully taken history will show 
that it followed gonorrhea and chronic prostatitis. 
Endoscopy will then show posterior urethritis, 
and when this is cleared up the patient will be 
well. 

A Severe Cramp in the Rectal Region. Some 
men complain of an occasional severe cramp felt 
in the region of the rectum. Fortunately, it lasts 
only a few minutes. It appears to be due to a 
cramp in the muscular tissue of the prostate 
gland. Suggestive is the fact that sometimes it 
follows sexual excitement that does not culmi- 
nate in coitus. 

Pain Due to Spasm in the Sigmoid Colon. 
Rarely, I see a patient who has perhaps a dozen 
diverticula projecting from a short (6 cm.) seg- 
ment of descending colon, where it starts to 
make the sigmoid loop. The roentgenograms 
show much spasm in this segment and there is 
pain or soreness in the region, probably due to 
the spasm. Because the patient has no history of 
chills or fever, no mass, and no leukocytosis or 
rise in the blood sedimentation rate, I am satis- 
fied that the trouble is due to spasm and not to 
infection of any diverticulum. The condition 
usually subsides after daily treatment with small 
enemas. 

An Ache in the Left Upper Quadrant of the 
Abdomen. It is well for the student to remember 
that the left upper quadrant of the abdomen is 
“the phony area,” where organic disease is rarely 
found. Pain there is likely to be due to fibrositis 
or a neurosis. 

Pains Arising in Cramps in the Muscle of the 
Anterior Abdominal Wall. Rarely, one will see 
a person, usually a woman, with a sore “tumor” 
which can easily be shown to be a cramp in a 
section of the rectus or some othér abdominal 
muscle. Usually, if one puts the patient on her 
side and pulls the knees up under her chin, the 
“tumor” disappears. 

Pains Due Supposedly to a Ptosed Kidney or 
a Ureteral Kink or Stricture. Today innumera- 
ble women are being submitted to repeated ure- 
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teral dilatations which rarely give more than tem- 
porary relief, if they give that. Usually, the ache 
is a constant one produced by unhappiness or 
strain or fatigue. One way in which to tell that 
the supposed kink or stricture is harmless is to 
note: (1) that there is no dilatation of the kid- 
ney pelvis, (2) that the dye-containing urine 
runs right out without difficulty, and (3) that 
when the patient lies down and lets the kidney 
go up into its normal place, there is no prompt 
relief. 

Chronic Appendicitis, a Slowly Emptying 
Gallbladder, Adhesions, a Retroverted Uterus, 
or a Myomatous Uterus. Many physicians may 
ask, “But why haven’t you mentioned chronic 
appendicitis as a common cause of vague abdom- 
inal pain?” I haven’t mentioned it because every 
year I see scores of persons who have been 
operated on for a so-called chronic appendicitis 
and practically all have failed to get any benefi- 
cial result. I believe chronic appendicitis is a 
rare disease, except perhaps in young people. 

The so-called slowly emptying gallbladder is 
not diseased. The dye simply goes out into the 
jejunum and from there is reabsorbed. This hap- 
pens for several days; it is normal, and should be 
ignored. 

So far as I know, adhesions and a retroverted 
or ‘moderately myomatous uterus do not produce 
symptoms and should not be operated on. 

A Pulsating Abdominal Aorta. There are some 
elderly women who complain of a pulsating and 


sore abdominal aorta which can easily be felt 
through a relaxed wall. They do not come to any 
bad end, and I know of no treatment to help 
them. 

Endometriosis. In a few women a nodule of 
displaced endometrium, often in the upper part 
of the rectovaginal septum, will swell during 
menstruation and cause pain and perhaps con- 
stipation. Lisually, no strenuous treatment is re- 
quired. 

Beginning Ileitis. In rare cases the early symp- 
toms of terminal ileitis may be an ache in the 
right lower quadrant of the abdomen, with a lit- 
tle rise in temperature, and perhaps occasional 
cramps and a little diarrhea. A high blood sedi- 
mentation rate and a narrowed lumen in the 
terminal segment of ileum, as seen by the 
roentgenologist, will help to make the diagnosis. 

Intestinal Parasites. In the presence of puz- 
zling abdominal symptoms, one thing to be 
thought of is intestinal worms and other para- 
sites. These must always be thought of in the 
cases of persons from Latin America and other 
tropical countries. 

Porphyria. A few persons who have an excess 
of porphyrins in the urine may have abdominal 
colics, a little fever, a slight leukocytosis, vomit- 
ing, constipation, and a soft abdomen. If, with 
this syndrome, signs of ascending peripheral neu- 
ritis appear, and a Burgundy red color develops 
in the urine on leaving it for a while in sunlight, 
the diagnosis is made. 
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BY WILLIAM HYATT GORDON, M. D. 


Contents of the physician's “little black bag” may sometimes mean 
the difference between life and death, and the practitioner 
should carry drugs and equipment that are needed under circumstances 


which constitute home emergency treatment. 


Tue puysicran’s “little black bag” has long been 
a common, everyday symbol of the medical pro- 
fession. It has represented many things in the 
minds of many people, ranging from the contemp- 
tuous belief that it contained only evil smelling 
and tasting concoctions of little value at one ex- 
treme, to the open-mouthed, awe-inspired belief 
of children in days gone by who were told that 
it was the receptacle from which new baby 
brothers and sisters were plucked. During more 
recent years it at times seems to be a symbol of 
the depth to which its carrier has entered into 
a specialty; i. e., the smaller the bag, the more 
erudite its owner, while the larger the bag, the 
more ubiquitous his medical interests. 

With such a variety of opinions from which 
to choose, how often is it thought of in its true 
light—that of a container of equipment and med- 
ications which when combined with the knowl- 
edge of the physician gives relief to the suffering 
and often is the difference between life and 
death? With such an important roll to fulfill, 


should not the contents of the bag be selected 
with care? Obviously there is a ridiculous ex- 
treme to which one could go in either direction, 
from that of containing only a few pieces of 
medical equipment on the one hand, to being a 
veritable mobile pharmacy on the other. The 
younger man just leaving his internship and en- 


“The Usual Case” 


Left: The specialist and the small bag. 
Right: The GP and the traveling pharmacy. 
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“. . . The belisf that babies were brought in the 
doctor's bag .. .” 

tering practice has a tendency to overstock his 
bag with articles, many of which are useless, and 
at the same time leave out necessary medications. 
The older practitioner learns through experience 
the equipment and medicaments most likely to 
be needed in his everyday work but he, too, may 
leave out preparations which occasionally may 
be badly needed. A common practice in many 
communities is for the patient to be sent directly 
to the hospital if he is particularly ill or to give 
a prescription to the less ill, the prescription to 
be filled at the nearest pharmacy. As a rule this 
system works. However, there are some patients 
who possibly do not reach the hospital alive who 
might have been saved by some home treatment 
prior to the arrival of the ambulance, and in 
other instances and other towns drug stores are 
closed during the last hours of the night and 
early morning leaving the holder of the prescrip- 
tion in the position of doing without for a few 
hours or arousing the pharmacist. 

It is an obvious fact that a pediatrician would 
not need the same armamentarium as would the 
internist, the cardiologist, or the general surgeon. 
However, there are certain emergencies likely to 
be met at any time or place which could be 
treated on the spot, often with dramatic results. 

In this discussion, I should like to follow in 
part the outline laid out in a Cornell medical 
conference held a few years ago and published 
in Volume I, Cornell Conferences on Therapy. 
At that meeting a general discussion was entered 
into concerning the needs for drugs and equip- 
ment under circumstances which constituted 
home emergency treatment. Examples of the 


more common medical emergency to be encoun- 
tered might be acute heart failure or pulmonary 
edema, insulin shock, severe asthma, bichloride 
of mercury poisoning with the patient having 
just previously swallowed the poison, paroxysmal 
tachycardia, acute heart pain of coronary origin, 
severe acute throat, or pulmonary infections. 
Perhaps diabetic coma should be included in this 
list although I sincerely believe it should be 
treated as a hospital emergency. Also to be met 
with under these circumstances could be listed 
acute gastrointestinal hemorrhage, gallbladder 
and renal colic, acute ethanol and/or barbiturate 
acid poison. 

What should be in the bag? The following 
list of drugs will be mentioned with a few re- 
marks concerning their usefulness: 

1. Morphine Sulphate (hypodermic tablets grain 
%). Sydenham wrote in 1680, “Among the rem- 
edies which it has pleased Almighty God to give 
to man to relieve suffering none is so universal 
and so efficacious as opium.” This statement is 
still true if amended by replacing “opium” with 
“opium derivatives” and adding “and similar- 
acting synthetic drugs.” No medical bag is prop- 
erly stocked without morphine, Pantopon, or 
Dilaudid, although some physicians prefer Dolo- 
phine, Demerol, or other new synthetic mor- 
phine-like drugs. If only morphine is carried, 
most painful states and many cardiovascular 
emergencies can be successfully managed. When 
the pain is quite severe, careful intravenous ad- 
ministration will be quickly followed by relief 
without endangering the patient's life. 

2. Apomorphine. (Average dose 5 mg., maxi- 
mum dose 10 mg.) This alkaloid, obtained syn- 
thetically from morphine, produces immediate 
and often violent vomiting through its ac- 
tion on the central nervous system. It should be 
administered only after extremely careful con- 
sideration has been given to its dangerous prop- 
erties. The vomiting may be attended by marked 
fluctuation of the blood pressure. Its administra- 
tion has been followed by vascular accidents 
and/or peripheral vascular collapse. None the 
less, in a situation where someone has ingested 
poisonous material, and when gastric lavage is 
impracticable or impossible and where immediate 
emptying of the stomach may be lifesaving, apo- 
morphine should be administered without hesi- 
tation. (After retching begins, drinking a glass 
of water may help cleanse the stomach.) 
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3. Digitalis. In 1875 William Withering of 
Birmingham, I‘ngland, wrote his classic, An Ac- 
count of the Foxglove and Some of Its Medical 
Uses, presenting principles which if followed to- 
day would benefit many patients. This is one of 
our best but often misused drugs. In the minds 
of certain present-day practitioners a diagnosis 
of heart disease is naturally followed by the ad- 
ministration of digitalis. Digitalis or similar-act- 
ing cardiac glycosides should be administered 
primarily for relief of uncontrolled auricular 
fibrillation, instances of myocardial insufficiency 
(congestive failure), and for impending failure. 
Digitalis or like products may at times be useful 
in controlling certain arrhythmias but their pri- 
mary usefulness is in the management of the 
condition named. The author, like many other 
present-day clinicians, still prescribes a whole- 
leaf digitalis preparation for maintenance of 
digitalization, but employs the faster-acting drugs 
in the initiation of treatment in the undigital- 
ized patient. 

For immediate digitalization, strophanthin or 
lanatoside C (Cedilanid) may be used. These 
drugs should be given in divided doses and may 
be quite effective in producing immediate slow- 
ing of an uncontrolled fibrillation or in stopping 
a paroxysm of auricular tachycardia. Intravenous 
adininistration of one of the digitoxin prepara- 
tions will produce satisfactory digitalization with- 
in a matter of hours. All patients, when possible, 
should be digitalized by the oral route. It is wise 
for one using and prescribing digitalis products 
to learn one of the standard preparations and to 
use it, rather than to prescribe a variety of simi- 
lar-acting preparations with which he is not fa- 
miliar. 

4. Sedatives. A common task encountered by 
the physician seeing patients in the home is that 
of allaying anxiety, combating tension, and pro- 
moting sleep. The barbiturates, although grossly 
abused, are excellent drugs to be used in this 
regard. Of the many preparations on the market, 
a representative of the long-acting drugs and a 
representative of the short-acting drugs are all 
that will be needed in the bag. An example of 
the long-acting barbiturate is phenobarbital and 
of a short-acting one, Seconal. The latter will 
produce sleep more quickly but its effect is lost 
more quickly than is that of phenobarbital. Oc- 
casionally suppositories containing a fast-acting 
barbiturate are found useful in controlling se- 
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“Don't ever say anything about my handbag again!” 


vere vomiting and should be included in the bag. 

5. Mecholyl (ampules containing 25 mg. 
each). Mecholyl or some other strong vagal stim- 
ulant is useful in stopping an attack of acute 
paroxysmal auricular tachycardia that is endanger- 
ing the patient's life. The author has personally 
known of three deaths occurring in individuals, 
each having a mitral stenosis, who developed a 
paroxysm of tachycardia that was treated too long 
by more conservative measures. 

Mecholyl cannot be used indiscriminately. 
Safe administration may be realized by applying 
a blood pressure cuff on the arm, injecting the 
drug subcutaneously, distal to the cuff, with the 
physician having a syringe containing 1/75 of a 
grain of atropine at hand. If the patient should 
become anxious or experience a feeling of chest 
constriction, absorption of the drug can be quickly 
stopped by inflating the cuff. Generally the ec- 
topic rhythm breaks at this point. When it does, 
or when the patient is experiencing uncomfort- 
able or alarming symptoms, intravenous admin- 
istration of the atropine immediately relieves 
the effect of Mecholyl. 

6. Atropine Sulphate (hypodermic tablets 
grain 1/150). This drug may be used in com- 
bination with morphine or in instances as above 
described in neutralizing the effect of Mecholyl. 

7. Quinidine Sulphate (tablets grain III). 
Quinidine Sulphate may be administered in cases 
of paroxysmal arrhythmias that respond to quin- 
idine therapy. 

8. Mercurial Diuretics (2 cc. ampules). A 
preparation should be chosen that can be given 
intramuscularly without discomfort. Some of the 
newer products on the market can now be so ad- 
ministered, yet produce excellent diuresis. 

9. Theophylline Ethylenediamine (Amino- 
phylline). This is an excellent preparation, when 
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slowly given intravenously, in doses of grain 3%. 
It is especially useful for the treatment of acute 
asthma, acute pulmonary edema, Cheyne-Stokes 
respiration, and occasionally for the pain of cor- 
onary insufficiency. Suppositories of aminophy]l- 
line will give prolonged relief and can be admin- 
istered by anyone. 

10. Epinephrine (ampule of 1:10,000 and/or 
adrenalin in oil). Epinephrine is a very useful 
preparation but is often misused in the treatment 
of peripheral vascular collapse and in the shock 
state associated with coronary disease where its 
administration can produce fatalities. 

11. Ergotamine Tartrate. Ergotamine tartrate, 
DHE-45, or one of the newer preparations for 
the onset of severe migraines, should be included. 

12. Hypodermic tablets of nitroglycerin (grain 
1/200). Nitroglycerin may be administered be- 
neath the tongue, not more often than three in 
one hour, in an attempt to relieve the pain of 
coronary insufficiency. It is usually of no value 
in coronary thrombosis and may add to the shock 
state, but in coronary insufficiency of the angina 
pectoris type it is of exceptional value. 

13. Penicillin. One of the long-acting inject- 
able penicillin products. 


14. Sulfonamide preparation. An oral sulfa 


preparation. 

15. Glucose. Ampules, 50 per cent. 

16. Aspirin. 

17. Codeine and aspirin capsules. 

In addition to these drugs which the writer 
feels are essential, the bag might contain one or 
more of the following preparations as a personal 
preference: 

a) Picrotoxin 

b) Ampules of caffeine sodium benzoate 

c) Paraldehyde (May be given intravenously 

in doses of 5 cc. or less.) 

d) Three or four ounces of paregoric 

e) Ampules of prostigmine 

f) Insulin (I doubt if it should be included.) 

g) Nupercainal or other anesthetic ointment. 


Little need be said in this paper regarding the 
equipment carried in the bag, since it would be 
governed by the type of practice in which the 
different doctors are engaged. It is understood 
that all should have blood pressure apparatus, 
stethoscope, percussion hammer, flashlight, 
tongue depressors, and thermometers as well as 
sterile syringes and needles or equipment with 
which to sterilize them. Cotton, alcohol, and four 
tourniquets are essential. Some might carry blood 
counting equipment or culture media for throat 
swabs, otoscope, ophthalmoscope, catheters, ster- 
ile gloves, sutures, needles, scissors, and other 
such essentials. 

In the presence of an attack of acute pulmo- 
nary edema one can quickly perform a bloodless 
phlebotomy with the four tourniquets, tempo- 
rarily relieving the left heart’s load while proper 
medications are being prepared and administered. 

This appears as a formidable list of articles 
and preparations to be included in the doctor's 
bag, but if one uses a cigar-box-sized container, 
placed in the bottom of the bag, all of the nec- 
essary ampules can be carried in a relatively small 
space. A small vial-containing zipper bag will 
hold the necessary tablets, leaving the rest of the 
bag’s space for larger equipment. 

No doubt some of these preparations will be 
considered superfluous by certain physicians 
while others would add preparations not men- 
tioned. Both will probably be right. The writer's 
aim in preparing this article is to cause all who 
read it to make a mental or preferably an actual 
inventory of their bags to see what is missing. 
Frequent inventories by the office nurse will 
eliminate the occasional situation of being in 
serious need of a drug that has been used on a 
previous patient and has not been replaced. 

The contents of the doctor’s bag continue to 
be a most important facet of medical practice, 
and every effort should be made to carry at all 
times those few preparations that can relieve 
suffering and be life-saving. 
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BY JAMES L. SOUTHWORTH, M. D. 


The healing of indolent wounds, ulcers, or burns may be materially 
shortened by transplantation of small pinch grafts in the office. 


A minimum of time and equipment is necessary. 


TRANSPLANTATION of small pinch grafts can be 
quite a simple procedure, readily carried out in 
the office or dispensary. In favorable circum- 
stances the healing of indolent wounds, ulcers, 
or burns may be aided and with a minimum of 
scarring. In many instances the period of healing 
may be materially shortened. The method of 
transferring pinch grafts herein described re- 
quires a minimum of time and equipment and 
is applicable to several conditions. 

Small Burns. Small third-degree burns, 2 to 
10 cm. in diameter, such as may be caused by 
splashes of caustic solution or by contact with 
hot pipes, may be pinch grafted with good effect 
after granulation tissue appears. Early treatment 
should be directed toward removal of the slough, 
which is composed of dead or charred skin ad- 
herent to the wound. Cope, Moore, and Web- 
ster (1947) suggest excision of obvious third-de- 
gree burns and immediate grafting of the defect. 
This is surgically sound but not yet generally 
practiced since it is sometimes impossible to dif- 
ferentiate a second- from a third-degree burn at 


once. Also, the second-degree burn does not re- 
quire or benefit from skin grafting operations. 
When dead tissue has separated, attention must 
be given to controlling surface infection. A burn 
is suitable for grafting when the granulating de- 
fect is firm and red. 

Avulsed Wounds. Wounds of the finger tips 
in which a pad of soft tissue has been avulsed 
may be treated by immediate grafting. The 
wound should be no more than four hours old; 
preparation for grafting should include removal 
of dirt and grease by gentle washing of the de- 
fect under local anesthesia. A thin piece of skin 
cut from the forearm will usually adhere well to 
this wound, but the time required for the graft 
to become functional in its new surroundings 
may be two weeks. Nevertheless, scarring is min- 
imized and pain and disability caused by a slow 
granulating wound are avoided. 

Crural Ulcer (Hypostatic Ulcer). Chronic hy- 
postatic leg ulcers—often associated with varicose 
veins, old thrombophlebitis, or peripheral arterial 
disease—are notoriously indolent. Most will heal 
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a) A thin pinch graft with little cutis is shown. Proper depth of the graft may be 
recognized by absence of fat and by pin point bleeding from the capillary loops. b) 
Pinch grafting for crural ulcer. With the method described, anesthesia is required only 
at the donor site. _c) A sharp pinch graft knife is a necessity and is always avail- 
able from a new razor blade broken as shown. d) It is most important that the 
pinch grafts be spread out evenly. The external skin surface is adherent to the tape; the 
raw cut surface of the graft is placed on the wound. e) The adhesive strips should 
be long enough to adhere on either side of the wound. f) The purpose of the com- 
pression dressing is to fix the grafts to the wound surface until the transplanted skin 
has time to “take.” Split grafts are adherent after a few hours but may be fairly easily 
dislodged up to a week. ~ 
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at least temporarily upon bed rest with elevation 
of the part. None of the many treatments so far 
proposed (including this one) can be counted 
upon to prevent recurrence. Supportive bandag- 
ing is of prime importance in ambulatory treat- 
ment; local applications assist in arresting infec- 
tion. When such an ulcer presents a clean, bright 
red surface, healing is often expedited if pinch 
grafts are employed. Supportive dressings must 
be continued after the grafts have been applied. 

Miscellaneous Conditions. Skin defects which 
follow infected wounds and postoperative inci- 
sions for boils or carbuncles are frequently suit- 
able for office pinch skin grafting. They should 
meet the general criteria which follow. 


Requisites for Successful Pinch Grafting 


a) Clean Wounds. The requirements for 
pinch grafting a clean wound are the same as for 
primary closure of a wound—the injury must be 
less than four hours old; dirt and grease, if pres- 
ent, must be removed by lavage or by wound ex- 
cision; devitalized tissue must be removed. An 
additional requirement is proper tissue upon 
_ which to plant the graft. Thinly sliced skin will 
“take” on fat, tendon sheath, muscle, or fascia. 
Mobile tissues, however, must be immobilized 
during the first five or six days following graft- 
ing. For example, pinch grafts implanted on 
tendon sheaths require splinting of the part so 
that the underlying tendon will not move dur- 
ing the critical period. 

b) Dirty Wounds. Contaminated or infected 
wounds must be reasonably free from infection 
before free skin transplants will grow. This state 
can be recognized when the wound is free from 
dead tissue; free from copious discharge; and 
when it has a base of firm bright red granula- 
tion tissue. Pinch grafts will almost certainly 
take on a wound which has new skin growing in 
from the edges. When a dirty wound is ready 
to graft, prepare it twenty-four hours ahead of 
time by applying a piece of sterile fine-mesh 
gauze (muslin bandage serves well) directly over 
the granulating surface. Over the fine-mesh 
gauze place a gauze pad and compress the wound 
with an elastic bandage. This serves to flatten 
out the granulation to a smooth even bed. 

Skin grafting should not be attempted when 
inflammatory skin disease (furuncles, acne, etc.) 
is present because the grafts usually do not take 
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and the donor sites may become infected. Trans- 
planted skin will rarely survive in debilitated or 
anemic individuals. 

The depth of a pinch graft is shown in the 
accompanying plate (Figure a); this sort of graft 
is a Reverdin (1870) graft. Similar grafts may 
be cut deeper, extending into the cutis, but they 
are less sure of taking than the thinner graft il- 
lustrated. 

Select a small area of skin which is of a simi- 
lar texture as the part to be grafted and in a 
convenient location. Shave and wash with soap, 
water, and alcohol. Plan to cut the grafts 0.5 
cm. in diameter and to place them about 0.5 cm. 
apart on the wound. With 1 per cent procaine 
and a fine sharp 25-gauge needle, raise skin 
wheals in the donor site—one for each graft 
(Figure c) and cut out a pinch of skin to the 
depth shown in Figure a. The proper depth can 
be recognized after a few trials by the fact that 
no subcutaneous fat can be seen if the graft is 
thin enough. If accidentally cut too deep, use 
the graft anyway—do not replace it in its bed. 
Lay the pinch grafts out in rows by sticking the 
external surface to a narrow flamed adhesive 
plaster strip (Figure d), taking care to straighten 
out the thin edges of the graft as shown in the 
figure. Transplant the pinch grafts in rows by 
sticking the adhesive plaster and its attached 
grafts across the wound (Figure e). Over the 
tape strips, place several dry gauze sponges or 
pads to form a resilient dressing. Apply a snug 
compression bandage as shown in Figure f. 

If a graft is placed over a joint or on a finger 
or other mobile part, mobility must be eliminated 
by including an appropriate splint within the 
compression dressings. The donor site should be 
dressed with dry sterile gauze which is left in 
place two weeks. 

These grafts may be redressed and examined 
as early as five days or as late as fourteen days: 
in any event the adhesive strips will have be- 
come loose so that there is little danger of pull- 
ing the new skin off. The overlying gauze, how- 
ever, should be removed with care at the first 
dressing. 
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Jefferson Medical College, Philadelphia, Pennsylvania, was founded in 1825, by Dr. George 
McClellan and a small group of associates. It is seventh in age of the country’s medical schools. 
The college has conferred’ the Doctor of Medicine degree upon nearly 19,000 graduates. 
Jefferson Hospital has nearly 1,200 patient beds today—the largest voluntary hospital in 
Pennsylvania. This institution, the site of these therapeutic conferences, is considered today 
one of America’s most important medical centers and modern foundations for research work. 
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PERNICIOUS ANEMIA 


Discussion of Treatment with Special Reference to Vitamin B,, 


BY L. A ERF, M.D, and BM WIMER, M. D., Jefferson Hospital, Philadelphia 


GENTLEMEN, we should like to present a case 
report of a patient with pernicious anemia and 
discuss the disease primarily from a therapeutic 
standpoint. At the same time we intend to em- 
phasize the importance of making an accurate 
diagnosis, since it is essential that a patient with 
pernicious anemia receive regular treatment for 
the rest of his life if he is to remain well. 

The patient to be discussed is a 47-year-old 
Irish housewife who came to Jefferson Hospital 
in January, 1949, with severe pallor, weakness, 
anorexia, nausea, sore tongue, ankle edema, par- 
esthesias, staggering, and mental confusion. 

The patient's family informed us that she had 
suffered from weakness of varying severity for 
approximately ten years. On two occasions (1938 
and 1947) the weakness made it necessary for 
her to be confined to bed rest for six and 
four months, respectively. A diet high in meat 
and liver had been previously prescribed during 
these episodes. Although the patient tried to con- 
tinue the diet during the intervening years, she 
was never entirely free of weakness. 

In November, 1948, the weakness became 
progressively worse so that she had to leave her 
job as secretary and restrict herself to minimal 
household duties. At the same time her appetite 
steadily diminished, and she noted an increasing 
distaste for meat. Paresthesias of her hands and 
feet kept her awake at night. Unsteadiness on 
her feet progressed to definite staggering and 
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finally to inability to stand. Curiously enough, 
it was pallor of the lips which the patient recog- 
nized in the mirror (in spite of her mental con- 
fusion), which finally induced her to seek medi- 
cal advice. 

When we first saw the patient she was men- 
tally torpid and considerably confused. She 
showed several stigmata of the disease such as 
fair, dry skin with areas of vitiligo and brown 
pigmentation; gray hair; blue eyes; and pale 
glistening tongue. The heart sounds were rapid 
and weak and there were fine rales at the bases 
of both lungs. The liver and spleen were not pal- 
pable. 

Neurologically, there were typical signs of ad- 
vanced, subacute combined degeneration: (1) 
Cerebral signs—dullness; confusion; memory loss, 
(2) Peripheral nerve and posterior column 
signs—weakness of the hand grip (without atro- 
phy); impaired vibration sense at the ankles, 
knees, and iliac crests; ataxic gait and positive 
Romberg’s sign (she could not stand without 
support), (3) Lateral column signs—hyperactive 
biceps, triceps, patellar and Achilles reflexes, 
with slight spasticity; Babinski and Hoffman's 
signs. 

There was no olfactory impairment and no 
evidence of neurogenic bladder or gastrointes- 
tinal changes. 

Hematologically, the patient had a typical 
macrocytic anemia with hemoglobin 22 per cent 
(3.25 Gm.) and erythrocyte count 1,000,000/ 
cu.mm. The blood smear revealed numerous 
macrocytes accompanying other erythrocytes of 
variable sizes and bizarre shapes (anisocytosis 
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and poikilocytosis). Normoblasts were numerous 
(17/100 leukocytes). There was a leukopenia of 
3,500 with a normal differential but with poly- 
segmentation of the neutrophils. Bone marrow 
aspiration yielded a hyperplastic marrow with 
numerous megaloblasts. 

A gastric analysis performed with histamine 
stimulation showed an absence of free hydro- 
chloric acid. 

Since the patient refused to be hospitalized, 
she was given an immediate injection of 32 yg. 
vitamin B,, Con January 12, 1949) and followed 
as an outpatient. 

There was a reticulocyte peak of 34.5 on the 
fifth day. The bone marrow smear, 41 hours 
after the injection, showed megaloblastic ma- 
turation. There was remarkable general improve- 
ment (appetite, strength, and sense of well-be- 
ing, mental response) during the first few days. 
Briefly stated, the patient’s progress was such 
that her general complaints had disappeared and 
her neurologic changes had subsided to a mini- 
mum within fourteen days after the first injec- 
tion of 32 yg. of vitamin B,,. Two more injec- 
tions of vitamin B,, were given on January 
21, 1949 (32 yg.) and February 8, 1949 (25 
pg.). The blood levels reached a peak of 83 
per cent hemoglobin and 4,400,000 erythrocytes 
on April 27—one hundred five days after the 
first injection. Since then, the remission has 
been maintained by an injection of 50 yg. in 
May, 1949, and sublingual administration of 
vitamin B,, in June, August, and December, 
1949. 


This case illustrates one of the features too 
commonly seen in patients with pernicious 
anemia, namely a history of weakness, anemia, 
and anorexia lasting several years during which 
time the correct diagnosis is overlooked. A his- 
tory of exacerbations and partial or temporary 
remissions of anemia and illness is frequently 
elicited. These remissions are often related to 
sporadic and inadequate treatment with liver 
extract, although in some instances they are 
manifestations of variation in the antianemic 
value of the patient's diet. In fact, before the 
discovery of the curative effect of liver in the 
treatment of pernicious anemia, coincidental 
dietary increase in liver and meat products was 
probably responsible for the poorly understood 


spontaneous remissions which occurred in an 
otherwise fatal disease. It is ironic that the anor- 
exia, produced by this disease, results in a selec- 
tive distaste for the very type of food the pa- 
tient needs most (meat, liver, and eggs). This 
vicious cycle can be broken only by forced meat 
and liver feedings or by administration of anti- 
pernicious anemia substances such as liver ex- 
stract or vitamin B,,. 

There is a tendency for many physicians to 
use liver extract routinely for anemia of any 
type without attempting to make an accurate 
diagnosis. The waste of liver extract in instances 
where it does little or no good is perhaps unim- 
portant, but the failure to recognize the neces- 
sity for continued treatment, by failure to es- 
tablish an accurate diagnosis in a patient with 
pernicious anemia, is only to be condemned. 
Obviously, if a patient is to be doomed to reg- 
ular injections for the rest of his life, it is es- 
sential to be certain of the diagnosis before 
treatment is started. 


General Practitioner: | should like to interrupt at 
this point to ask what criteria you consider essential 
in order to establish a diagnosis of pernicious 
anemia? 
Answer: This case history was selected for pres- 
entation because it illustrates many of the typical 
symptoms and signs of pernicious anemia. Since 
the physician must rely on the clinical history 
and physical examination to suggest the disease 
and induce him to investigate further, it is per- 
tinent to first mention some of the other impor- 
tant symptoms and signs before discussing the 
diagnostic criteria. One of the manifestations 
frequently seen is a lemon yellow pallor of the 
skin. Sometimes jaundice is- severe enough to 
mask the pallor. (We can recall a recent patient 
with pernicious anemia who was at first mis- 
takenly thought to have cirrhosis.) Not uncom- 
monly, the patient, instead of having a simple 
lingual atrophy, will have actual painful glos- 
sitis with a beefy red appearance of the tongue. 
Cardiovascular symptoms may occur both be- 
cause of the anemia and because of fatty changes 
of the myocardium. Digestive complaints are 
frequent and the disease may simulate gall blad- 
der disease, peptic ulcer, or gastrointestinal ma- 
lignancy. 

The three laboratory findings essential for the 
diagnosis of pernicious anemia are macrocytic 
anemia, megaloblastic arrest of the bone marrow, 
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and histamine fast achlorhydria. The blood count 
is an office procedure and the appearance of the 
blood smear may give the first clue. One should 
look for macrocytosis, anisocytosis, and poikilo- 
cytosis. Normoblasts may or may not be present. 
Increased segmentation of the nuclei of the neu- 
trophils (to 7 or 8 lobes) is frequently seen. The 
decrease in the white cell and platelet levels, 
which usually occur, might also be suggested 
by careful study of the smear. 

An hematocrit determination with calculation 
of the main corpuscular volume is also an office 
procedure which will aid in establishing the 
presence of macrocytic anemia, (MCV 94 to nor- 
mal; in pernicious anemia usually 100 to 120). 

Absence of free hydrochloric acid in the gas- 
tric juice after histamine stimulation should then 
confirm the necessity of having a marrow study 
performed. 

Every patient suspected of having pernicious 
anemia should have a thorough neurologic ex- 
amination. Nearly 75 per cent of patients with 
pernicious anemia have some neurologic dis- 
turbance such as neuritis, absence of vibratory 
sense, abnormal reflexes CHoffman’s sign, exag- 
gerated knee kicks), tingling, or incoordination. 

Other determinations which are helpful are 
serum bilirubin level (often elevated) and 
urine urobilingoen level (elevated). Typical 
atrophy of gastric mucosa can be demonstrated 
by gastroscopy. Gastrointestinal roentgenologic 
studies should be performed under ideal situa- 
tions for two reasons. First, there is a signifi- 
cantly increased incidence of neoplasm of the 
gastrointestinal tract in patients with pernicious 
anemia (especially for gastric neoplasm) (1); sec- 
ondly, because of the high incidence of symp- 
toms referable to the gastrointestinal tract, one is 
often required to rule out presence of organic 
lesions (gastric resection, neoplasm, intestinal 
stricture or fistula) which may produce a macro- 
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cytic anemia simulating pernicious anemia. A 
patient recently seen at Jefferson Hospital, with 
history, blood, and marrow findings suggestive 
of pernicious anemia, subsequently was found to 
have a duodenocolic fistula. This patient also 
had a small amount of free hydrochloric acid on 
gastric analysis. This finding should make one 
seriously question the diagnosis of Addisonian 
pernicious anemia. 

Finally, one of the important criteria for estab- 
lishing the diagnosis is the response to adequate 
treatment with liver extract or vitamin B,,. This 
is best followed by periorming the reticulocyte 
count daily. A substantial peak (20 per cent to 
50 per cent depending on the initial erythrocyte 
count) should be reached on the fifth or sixth 
day followed by a drop to normal in about two 
weeks. The erythrocyte level should start to rise 
within seven days and reach normal levels in 
two to three monihs. There is usually an obvious 
im.provement in strength, >ppetite, and sense of 
well-being within three to five days after treat- 
ment even before the hemoglobin and erythro- 
cyte levels have started to increase. 

Because of the early signs of maturation that 
occur in the bone marrow smear following 
treatment, the difficulty of making a diagnosis 
by bone marrow study after a significant amount 
of liver extract or vitamin B,, has been given, 
can readily be understood. It is impossible to 
prove the diagnosis after remission has occurred 
without stopping treatment and waiting for the 
patient to develop signs of relapse again. That 
is why we emphasize the importance of proving 
the diagnosis at the appropriate time. 


General Practitioner: Does the presence of even 
small amounts of free hydrochloric acid in the gas- 
tric analysis automatically rule out pernicious 
anemia? 

Answer: The gastric analysis is used as a rela- 
tively simple means of detecting a deficiency of 
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gastric secretion. In pernicious anemia there is, 
in addition to achlorhydria, a diminution of 
total secretion of pepsin and resin and most im- 
portant, a marked deficiency (or absence) of 
the intrinsic factor of Castle. When associated 
with the macrocytic anemia and hyperplastic 
megaloblastic marrow, the finding of histamine- 
fast achlorhydria is presumptive evidence of a 
deficiency of intrinsic factor. It would be scien- 
tifically more accurate to test the gastric secre- 
tions directly for deficiency of intrinsic factor. 
The only method available now is by incubating 
beef muscle (or vitamin B,,) in a specimen of 
the patient’s gastric juice and proving a failure 
of reticulocyte response when the mixture is ad- 
ministered to another patient known to have 
pernicious anemia in relapse. This procedure is 
much too cumbersome and impractical to be 
used routinely. However, it is essential to use 
this procedure to definitely prove or rule out the 
diagnosis of pernicious anemia in a patient who 
has typical findings except for presence of free 
hydrochloric acid in the gastric juice. There are 
a number of case reports in the literature authen- 
ticated in this manner but certainly such cases 
are uncommon exceptions (2). 

It should be mentioned that although prac- 
tically every patient with pernicious anemia has 
achlorhydria, a vast majority of people who have 
achlorhydria do not have pernicious anemia. 
About 10 per cent of people past the age of 
fifty develop achlorhydria. 


General Practitioner: What is vitamin B,.; what is 
its source; and what doses are recommended for 
treatment of pernicious anemia? 
Answer: All present evidence indicates that vita- 
min B,, is the only, or at least the principle ac- 
tive antipernicious anemia factor of liver extract 
and probably also of beef muscle (3). The exact 
chemical structure is not known but certain 
physical and chemical properties of vitamin B,, 
have been determined by expensive research of 
workers in pharmaceutical companies and other 
scientific organizations. Vitamin B,, is the first 
substance essential to life known to contain 
cobalt (4 per cent) as a trace element (4). This 
complex has been divided into two compo- 
nents (B,,a and B,,b) with widely different mo- 
lecular weights, but combined they have a mo- 
lecular weight of about 1,600 (5). 
Crystalline vitamin B,, was first isolated from 
liver extract(4) by means of a microbiologic 


assay method(6) (utilizing Lactobacillus lactis 
Dorner) to identify the active fraction during 
the process of purification. It was shown that 
the growth-accelerating property of concentrated 
liver extract for the Lactobacillus approximated 
a linear relationship to its antipernicious anemia 
potency (6). It has become possible to employ 
this method to assay liver extract more accurate- 
ly than by the bioassay method using pernicious 
anemia patients in relapse. Furthermore, it has 
been possible to estimate that one yg. of vitamin 
B,, is approximately equivalent to 1 U.S.P. unit 
of liver extract (6). 

Numerous sources of vitamin B,, have subse- 
quently been discovered including, among others, 
milk powder, beef extract, and culture broths of 
several microorganisms (7). Cultures of Strepto- 
myces griseus and aureomycin have become the 
important commercial sources of vitamin B,,. 

The principle in treatment of pernicious 
anemia is, of course, to produce and maintain 
a satisfactory remission by regular administra- 
tion of vitamin B,, or liver extract. This is easily 
done if amounts of vitamin B,, are given far in 
excess of the patient’s needs; and such treatment 
does no harm except for imposing unnecessary 
expense. No satisfactory method for accurately 
determining each patient’s minimum require- 
ment has been devised. This requirement must 
vary appreciably in different patients (depend- 
ing upon the severity of their inability to absorb 
B,, from dietary sources) and is greatly modified 
by coexisting conditions, especially infections. 
Patients with urinary tract infections, for ex- 
ample, are notably resistant to treatment. 

The generally recommended dosage for treat- 
ment of pernicious anemia in relapse using liver 
extract has been something similar to the follow- 
ing schedule: 15 units daily for two weeks, 15 
units twice weekly for three months, then 15 
units weekly for three months, and finally main- 
tenance of 30 units at bimonthly intervals. This 
dosage schedule can readily be translated into 
B,, dosage on the basis of one unit of liver ex- 
tract for one ng. of vitamin B,,. 

We have observed excellent responses occur- 
ring in patients with pernicious anemia using 
single injections of 25 to 100 yg. vitamin B,, and 
have felt that a dose of this size is just as effec- 
tive by single injections as an equivalent amount 
by repeated small injections. A reasonably large 
dosage could be 90 xg. weekly for two weeks then 


GP @ Volume I, Number 1 


% 


60 ug. every two weeks for four weeks and finally 
60 wg. every four weeks as a maintenance dose. 

This dosage is about twice the average re- 
quirement estimated by Jones, et al, (8) who sug- 
gested a schedule providing approximately 3.0 yg. 
vitamin B,, daily during the first six weeks of 
treatment of a patient in relapse, followed by 
maintenance of | yg. per day (by cumulative 
doses). 

If neurologic disease coexists, it is customary 
to err on the side of over-dosage, and a schedule 
of frequent injections of vitamin B,, over a long 
period of time (such as 25 yg. daily or every other 
is recommended. 

It is rather significant that 89 yg. vitamin B,, 
was capable of causing almost complete remis- 
sion of all symptoms and signs over a one hun- 
dred-day period in the patient reported here. 
This relatively small dose was used because of 
the difficulty of obtaining vitamin B,, at that 
time and because the patient’s progress was sat- 
isfactory. 


General Practitioner: How prolonged is the effect of 
any single injection of vitamin B,.? 

Answer: When a single injection of 50 xg. is 
given to a patient in relapse there is general im- 
provement until the blood count reaches a peak 
between fifty to one hundred days later (9)(11). 
Then symptoms start to recur as the count drops. 
This period is somewhat less than the life span 
of an erythrocyte—ninety to one hundred twenty 
days. 

The mode of action of vitamin B,, and fate 
after utilization are unknown. In addition to the 
hematologic and neurologic improvement pro- 
duced by vitamin B,,, there appears to be a 
widespread metabolic effect with relief of gen- 
eral symptoms (especially weakness and an- 
orexia) and glossitis, even before there is ap- 
preciable change in the blood count. 

The capacity for the body to store vitamin 
Be is another unknown quantity. Askey (10) 
estimated that the normal human liver stores an 
amount of hematopoetic substance equivalent to 
150 to 225 units of liver extract (i.e. about 150 
to 225 ug. vitamin B,,), and hence this would be 
the amount of deficit approached as relapse de- 
velops in pernicious anemia. He recommended 
an initial dose sufficient to correct this “storage 
deficit” plus an additional amount to supply the 
immediate needs of the body; this suggestion 
was reiterated by Beard, et al (11). Whether the 
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body can retain sufficient vitamin B,, from a 
single massive injection (200 to 300 ug.) to satur- 
ate the body’s storage depot, is a problem yet to 
be proved. 

The amount of time required for relapse to 
occur after liver extract or vitamin B,, therapy 
is withheld would depend on the following vari- 
ables: (a) the storage reserve of vitamin B,., 
Cb) the rate of vitamin B,, utilization, (c) the 
amount of dietary vitamin B,, intake, and (d) 
the proportion of ingested vitamin B,, the in- 
dividual is capable of absorbing. It is not sur- 
prising therefore, to find great variation in the 
duration of remission when parenteral therapy 
is stopped. Seymour, Heinle, and Miller (12) 
maintained two patients with “mild” pernicious 
anemia in remission for thirty-nine and fifty 
weeks respectively by augmenting the extrinsic 
factor content of the diet after parental therapy 
had been stopped. Jones, et al,(13) found hema- 
tologic relapse to occur in 6 out of 12 patients 
between eight months and eighteen months after 
treatment was purposely withheld, while rem‘s- 
sion continued in the other 6 patients at the end 
of eighteen months. We recently observed a pa- 
tient develop rather sudden relapse at least two 
years after he had failed to return for treatment. 


General Practitioner: What are the advantages of 
vitamin B.:. over liver extract? Should it replace 
liver extract in medical treatment? 

Answer: Vitamin B,, cannot be expected to do 
anything that an equivalent dose of liver extract 
will not do. However, since it seems to be fully 
as effective in pernicious anemia as liver extract, 
it may largely replace liver extract unless further 
experience with vitamin B,, uncovers some 
major disadvantages. The advantages of vitamin 
B,, are that: (a) it is an accurately assayed 
preparation; (b) it is not irritating when in- 
jected; (c) it rarely, if ever, produces allergic re- 
actions (such as occur in 3 per cent of cases 
treated with liver extract); and (d) it offers the 
possibility of becoming substantially cheaper than 


equivalent doses of liver extract. 


General Practitioner: Should iron be given in the 
treatment of pernicious anemia? 

Answer: The plasma iron levels in patients with 
pernicious anemia are elevated, and from ne- 
cropsy studies of patients with pernicious anemia 
in relapse, it is known that there is an abnor- 
mally heavy deposition of iron in the reticuloen- 
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dothelial system. These findings, in addition to 
the full response that occurs following adminis- 
tration of liver extract or vitamin B,, alone, 
would make it appear that pernicious anemia 
patients have adequate iron resources. The dis- 
advantages of the routine use of iron in con- 
junction with vitamin B,, or liver extract are 
that it imposes unnecessary medication not al- 
ways tolerated; and furthermore, it confuses the 
evaluation of a response in a patient in whom an 
accurate differentiation between pernicious 
anemia and iron deficiency anemia has not been 
made. Rarely a patient may appear to develop 
iron deficiency during the course of therapy 
ostensibly because of a rapid production of 
erythrocytes which depletes iron stores and places 
demand for iron in excess of dietary intake.) By 
coincidence, the patient discussed here de- 
veloped a hemoglobin lag during the course of 
therapy and for this reason was given one injec- 
tion of 100 mg. of intravenous iron. The sub- 
sequent blood counts became normochromic. 


General Practitioner: Have you seen any patients 
diagnosed as pernicious anemia but who fail to be 
benefited by vitamin B,. treatment? 

Answer: We have seen a few patients with pro- 
visional diagnosis of pernicious anemia who 
failed to respond to vitamin B,,. In each in- 
stance, however, there was something question- 
able about the diagnostic criteria and subse- 
quently it was found that the diagnosis was in- 
correct. We have seen no patient with true Ad- 
disonian pernicious anemia who failed to de- 
velop good response hematologically to adequate 
vitamin B,, therapy. Such a circumstance should 
induce one to reconsider the diagnosis before 
concluding that it was a failure of vitamin B,.. 
General Practitioner: How effective is vitamin B,. in 
producing a remission of the neurologic manifesta- 
tions of pernicious anemia? 

Answer: There is no reason to expect vitamin 
B,, to produce results that liver extract will not. 
On the other hand, we have felt that an equally 
satisfactory response of neurologic manifesta- 
tions has occurred with vitamin B,, therapy as 
could have occurred with liver extract treatment. 
This concurs with the reported experience of 
others (14)(15)(€16)(17)(18). In judging the 
efficacy of vitamin B,, to correct neurologic dam- 
age, it is important to point out that no one has 
yet reported the severity of the neurologic syn- 
drome to increase while adequate vitamin B,, 


was being given. This ability to prevent or halt 
damage to the nervous system alone implies that 
vitamin B,, must have a specific effect on the 
neurologic manifestations. 

It is not surprising that the greatest improve- 
ment occurs if treatment is started soon after the 
onset of neurologic complaints, although slow 
improvement may occur over prolonged periods 
of treatment in patients with degenerative 
changes of longer duration. Such improvement, 
however, is limited by the irreversible damage 
which inevitably occurs if therapy is not 
promptly begun.. 

It should be mentioned that Hall, et al,(17) 
report that recovery of the nervous system is 
hastened if coordination exercises are given in 
conjunction with vitamin B,, therapy. 

General Practitioner: Has the discovery of vitamin B,, 
done anything to elucidate the cause of pernicious 
anemia? 

Answer: The discovery of vitamin B,, has clari- 
fied certain points, and at the same time it has 
substantiated the fundamental concept of 
Castle’s hypothesis. Patients with pernicious 
anemia, for some unknown reason, develop 
atrophic changes of the gastrointestinal mucosa 
resulting in great diminution of certain digestive 
secretions. Castle hypothesized that a specific 
substance in gastric secretions (which he calls 
intrinsic factor) was necessary for the absorption 
of another substance obtained from the diet (ex- 
trinsic factor) and for its conversion to an essen- 
tial hematopoetic substance (antipernicious ane- 
mia principle). It now appears that vitamin B,, 
is the extrinsic factor, but this does not differ 
structurally from the antipernicious anemia prin- 
ciple, and it is now believed that intrinsic fac- 
tor merely promotes the absorption of vitamin 
B,, without materially changing its structure(18). 
Heinle and Miller(19) and Hall, et al,(20) 
agreed that the intravenous injections of intrinsic 
factor has no hematopoetic effect. On the other 
hand, oral administration of vitamin B,, in 
amounts (highly effective parenterally) produces 
no reticulocyte rise in patients with pernicious 
anemia in relapse unless normal gastric juice is 
also given(18)(20). 

Berk, et al,(18) and Bethell, et, al,(21) have 
reported that relatively large amounts of vitamin 
B,, are excreted in the feces of untreated pa- 
tients with pernicious anemia and suggest this as 


evidence that there is failure of normal absorp- 
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tion from either dietary sources or from vitamin 
B,, produced by intestinal bacteria. 


General Practitioner: What is the significance of the 
sublingual administration of vitamin B,.? 

Answer: This is more theoretical than practical. 
It is known that there is no intrinsic factor in 
saliva, but we have reason to believe that there 
is better absorption of vitamin B,, by sublingual 
than by oral administration. We are trying to 
substantiate this and find an explanation if pos- 
sible. 


General Practitioner: Is vitamin B,. of value in any 
other type of anemia? 
Answer: Certain other macrocytic anemias re- 
spond to vitamin B,, therapy, but in contrast to 
its constancy of producing remission in_per- 
nicious anemia, the response of other macrocytic 
anemias is less consistent. The anemias usually 
classified as a group with pernicious anemia have 
the similarity of being macrocytic anemias, as- 
sociated with megaloblastic arrest of the bone 
marrow and caused by a deficiency of some es- 
sential hematopoetic substance. The substances 
known to have hematopoetic effect in the macro- 
cytic anemias are as follows: 

1. Vitamin 

2. Animal protein factor—(Csame properties as vita- 

min B,: and possibly identical to it.)(22) 
3. Folic acid—pterolglutamic acid 
4. Thymine—5 methyl uracil(23) 


It is interesting to note that several thousand 
times the weight of folic acid is required to pro- 
duce a result similar to that produced by vita- 
min B,, while several times the weight of thy- 
mine is required to produce a response similar 
to that produced by folic acid(23). 

Generally speaking the macrocytic anemias 
related to pernicious anemia will respond max- 
imally to vitamin B,, in some instances, folic 
acid, in others, while still others may require 
both for maximal response. Realizing that the 
deficient hematopoetic substance is not always 
identical in each instance, and not always a 
single factor, we might summarize the macro- 
cytic anemias briefly as follows: 

1. Pernicious anemia—deficient secretion of intrin- 
sic factor resulting in impaired absorption of 
vitamin 

2. Nutritional macrocytic anemia—dietary deficiency 
of vitamin B» and/or folic acid. 

3. Macrocytic anemia of infancy—a common form 


of nutritional macrocytic anemia. 
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~ 4. Macrocytic anemia of pregnancy— 


@) Inadequate dietary folic acid and/or vitamin 

b) Increased requirement for folic acid and/or 
vitamin Bu? 

c) Impaired absorption? 

5. Sprue, celiac disease, idiopathic  steatorrhea, 
chronic pancreatic disease—idiopathic disturb- 
ance of motility and function of gastrointestinal 
tract resulting in impaired absorption of vitamin 
B,, and/or folic acid. 

6. Macrocytic anemia associated with demonstrable 
gastrointestinal lesions—mechanical disturbance of 
gastrointestinal motility and absorption plus ad- 
ditional factors listed. 

a) Carcinoma of the stomach—destruction of ca- 
pacity to secrete intrinsic factor by neoplastic 
infiltration; inadequate diet resulting from 

anorexia. 

b) Gastrectomy—removal of mucosa secreting in- 
trinsic factor. 

c) Gastroenterostomy. 

d) Intestinal stricture. 

e) Intestinal fistula or anastomosis—stasis in by- 
passed loop with absorption of toxic sub- 
stances(24)? 

f) Regional enteritis. 

g) Diphyllobothrium latum infection—utilization 
of folic acid and/or vitamin B:: by the worms? 
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An Aid for Visualizing Skin Veins 


WHILE EXAMINING PATIENTS as they wore dark 
adaptor glasses to prepare their eyes for fluoros- 
copy, Schneierson and Krainin have frequently 
been impressed with their ability to note super- 
ficial venous structures of the integument not 
readily visible to the naked eye. In patients with 
striking integumentary venous patterns, quite 
prominent when the examiner wears dark- 
adaptor glasses, and invisible or almost invisible 
when the examiner inspects with the naked eye, 
the difference in appearance is much like that in 
contrasting infra-red photography as against con- 
ventional photography. 

The glasses obviously filter out blue rays re- 
flected from the blood in the veins, and as a re- 
sult they appear as very dark structures. The 
lower the oxygen content of their contained 
blood, and the more distended they are, the 
more vivid they will appear. Veins deep enough 
to be covered by a thickness of skin and sub- 
cutaneous tissue sufficient to obscure their blue 
color will not show up advantageously. 

In hepatic cirrhosis, superficial veins over the 
abdomen and lower part of the chest are easily 
visualized when wearing the goggles, even when 
careful inspection with the naked eye fails to 
reveal their presence. Even when collateral 
venous structures can be visualized by the naked 
eye, their increased sharpness, with the use of 
the goggles, enables more satisfactory determina- 
tion of the direction of blood flow, a matter of 
importance in diagnosis. 

The direction of blood flow is determined as 
follows: a vein is selected along whose course, 
for a short distance, there are no branches. From 
this segment, the blood is expressed by pressing 
. two fingers close together down on the struc- 
ture, and then drawing these fingers apart, pres- 
sure being maintained by each. When several 
inches of vein have been emptied, one of the 
fingers is removed, and the refilling time is 
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noted. The procedure is repeated, the other 
finger being taken off this time. It is thus very 
easy to decide whether the veins fill from be- 
low upwards or from above downwards. Nor- 
mally the blood flows from above downwards in 
the veins of the lower two thirds of the abdom- 
inal wall; when the blood flow is from below 
upwards in these veins there is almost certain 
obstruction of the inferior vena cava. The blood 
which is unable to return by it finds a collateral 
circulation by way of the superior vena cava. 
In obstruction of the superior vena cava, one 
looks for collateral veins on the anterior chest 
wall. Using the dark-adaptor goggles, one can 
visualize small superficial venous collaterals not 
readily seen by the naked eye. If the blood cur- 
rent is from above downwards, evidence is 
strong that obstruction of the superior vena cava 
exists. In obstruction of the innominate vein, 
better visualization of small venous patterns and 
the direction of blood flow within them may dis- 
close unilateral venous collaterals of the integu- 
ment which might otherwise be overlooked. 

Abdominal striae as seen in Cushing’s syn- 
drome and in pregnancy are much more clearly 
visualized using the goggles than with the naked 
eye. 

This method } — several advantages over in- 
fra-red photography. This is due to its simplicity 
and the almost negligible time involved in the 
procedure. Secondly, observations as to blood 
flow can be made. (Schneierson, S. J., and 
Krainin, P., Ann. Int. Med., 32:120, 1950.) 


Camoquin Treatment of Malaria 


UNDER THE sTREss of wartime haste, it was ex- 
pedient to concentrate intensive antimalaria 
drug investigation on only those substances 
which on preliminary evaluation had seemed the 
most promising. From many such chemical com- 
pounds tested, there emerged a few with un- 
deniably good therapeutic effect. These include 
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such 8-aminoquinoline drugs as Pentaquine and 
its analogues, such as 4aminoquinoline drugs 
as Chloroquine, and the British-developed Palu- 
drine. This report concerns an equally effica- 
cious antimalarial drug which was tentatively 
set aside because earliest impressions were not 
quite as favorable as for the previously men- 
tioned drugs. This drug in question was for- 
merly known as SN-10,751, later as CAM-AQ1 
or Miaquin, and now in America as Camoquin 
(Parke, Davis & Company). 

Camoquin was administered in a single dose 
of 10 mg. per kilo. to 30 patients with vivax 
malaria, and to 20 with falciparum malaria. 
Among both the vivax and falciparum patients, 
all temperatures were normal within 48 hours of 
treatment; the average temperature was normal 
by 32 hours after treatment. 

Parasitemia disappeared quickly, the time 
averaging 37 hours for vivax cases, 30 hours for 
falciparum cases. Only one vivax clinical _re- 
lapse occurred, although patients were under ob- 
servation for periods of 6 to 16 months. It is 
concluded that Camoquin is a relatively non- 
toxic drug and deserves more widespread use in 
malarious areas throughout the world, and 
should be particularly valuable in rural loca- 
tions and/or when hospitalization of the patient 


is not feasible. (Hoekenga, M. T., Am. ]. Trop. 


Med., 30:63, 1950.) 


Hyaluronidase in Administering Fluids 


THE POTENTIALITIES of administration of fluids 
subcutaneously with hyaluronidase were first 
established by Sannella and Hechter and his as- 
sociates. Recently, Schwartzman, Burket, and 
Gyorgy have reported favorably on the use of 
hyaluronidase in hypodermoclysis in pediatrics, 
by which means the administration of fluids in 
pediatric practice is greatly facilitated. 

In a series of 100 infants and children, times 
for administration of fluid by hypodermoclysis 
were recorded with and without the use of 
Alidase, a commercial hyaluronidase preparation. 
The absorption sites receiving plain glucose- 
saline solution were firm and tense with much 
localized swelling, while the sites receiving fluid 
plus hyaluronidase exhibited less swelling of a 
diffuse and soft nature. No local reactions .or 
exacerbations of infections elsewhere were noted. 
Hyaluronidase had a definite accelerative action 


on the administration of fluid in 96 per cent of 
the patients, causing an average decrease in time 
of hypodermoclysis of 123 minutes, equivalent 
to 3.3 fold decrease. a 

Toxicity studies performed all gave negative 
results and no complicating reactions were noted 
in a series of 120 hypodermoclyses with hya- 
luronidase. No intradermal sensitivity was. de- 
tected on skin testing in 150 persons. 

As the evaluation of pain resulting from hypo- 
democlyses was most unreliable in infants and 
children, 250 cc. hypodermoclyses of glucose- 
saline solution were administered with and with- 
out 250 viscosity units of hyaluronidase to 5 nor- 
mal young adults. After the first five minutes, 
no pain or discomfort were noted at the site re- 
ceiving fluid plus hyaluronidase, but definite 
pain and discomfort of moderate degree were ex- 
perienced for the entire duration, and thirty 
minutes following the completion of the plain 
hypodermoclysis. It is concluded that hyalur- 
onidase is a highly efficacious agent in facilita- 
ting administration of fluid by hypodermoclysis. 
(Jaworski, A. A., and Farley, J. E., Jr., Am. J. 
Dis. Child., 79:59, 1950.) 


A Simple Method to Determine Blood Loss 


A SIMPLE METHOD of determining blood loss fol- 
lowing operations is described and involves no 
equipment other than a colorimetric determina- 
tion on a photoelectric colorimeter. A nurse or 
laboratory worker can make the determination 
in half an hour. For the measurement of hemo- 
globin, blood is diluted 1:200 with 0.1 per cent 
sodium carbonate solution. The same solution is 
used in diluting and measuring the blood lost 
in an operation. It is inexpensive and easy to 
work with. 

Just before operation, the patient’s hemo- 
globin is determined. Immediately following op- 
eration, the sponges, towels, etc., containing the 
blood which has been lost are placed in a meas- 
ured volume of carbonate solution and the blood 
carefully washed out. The hemoglobin of this 
wash solution is then estimated. The equation 
suitable for this purpose is expressed as follows: 


(Hgb. percentage wash solution) (cc. of wash solution) _ £ blood 
(Hgb. percentage of patient’s blood) (200 cc.) re py Be 


It is desirable to put the whole number of blood 
stained sponges and towels into the wash solu- 


tion at once. The blood is washed out and dif- 
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ferent articles are put to one side. When this 
process is finished, the volume of solution will 
be found to have diminished by a very consider- 
able amount. Calculations, however, take ac- 
count only of the original amount, for the 
sponges when rejected are soaked with solution 
of the same concentration as that which remains. 

When measuring blood loss after moderately 
severe operations, no estimate is made of the 
blood loss and blood washed out in a volume 
of solution 200 times that figure. One two-hun- 
dredths is the ideal solution. Premeasurement 
estimates are far from accurate but the color- 
imeter measures the hemoglobin in such a solu- 
tion with negligible error. 

Following severe operations where the blood 
loss is heavy and runs into hundreds of cubic 
centimeters, the blood is washed out :n the first 
place in ten or twenty thousandths cc. of the 
carbonate solution. A small fraction of this is 
diluted further. Fifty cc. of the wash solution is 
mixed with 50 cc. of the fresh carbonate solu- 
tion. In this way, the dilution can be carried up 
as high as is wanted. The authors have found 
that measuring blood loss following surgery is 
a great encouragement to careful hemostasis. 
(Harrison, T., and Harrison, P. W., South. M. 
]., 43:46, 1950.) 


Dicumarol and Thromboembolism 


THROMBOEMBOLIC DISEASE, heretofore consid- 
ered to be largely a postoperative complication, 
is now realized to be actually more prevalent 
among medical patients. Over half of these suf- 
fer from heart disease, particularly congestive 
failure. 

Contributing factors appear to be: bed con- 
finement, stasis of blood in dependent edema- 
tous legs, and perhaps damage to the venous 
endothelium from pressure and anoxia. The ef- 
fect of the emboli is exaggerated by the already 
critical circulatory status. 

In the management of thromboembolism, the 
difficulty rests not so much with therapy as with 
diagnosis. Patients can and do die from throm- 
boembolic disease despite close clinical surveil- 
lance. Prophylactic anticoagulant therapy seems 
to previde the only safeguard against this serious 
complication of congestive failure. 

This study was undertaken to determine the 
safety of Dicumarol in this group of patients 
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and its effectiveness in preventing thromboem- 
bolic disease. 

One hundred and eighty patients with con- 
gestive heart failure were studied. Eighty re- 
ceived Dicumarol, and a controlled group of 
100 did not. The groups were similar in types 
of heart disease, age distribution, and severity 
of heart failure. 

Patients who were to receive Dicumarol had 
a prothrombin determination before the onset 
of therapy. During the first part of the study 
only patients whose prothrombin levels were 
above 60 per cent were used; later it was found 
that patients with lower levels could be safely 
treated. With an original prothrombin index of 
over 60 per cent, the initial dose of Dicumarol 
was 200 mg. Prothrombin time was regulated at 
approximately 30 per cent. Prothrombin deter- 
mination was performed according to Quick’s 
method. A 20 per cent dilution was also made 
on each serum, and its prothrombin content de- 
termined. Daily prothrombin determinations 
were made throughout the period of Dicumarol 
therapy. Whenever there was evidence of throm- 
bophlebitis or pulmonary embolism in the con- 
trol group, prompt anticoagulant therapy was 
instituted. 

The impression from this study suggests that 
Dicumarol can be safely administered to such 
patients provided the usual precautions are 
taken. The mortality in the Dicumarol-treated 
group was approximately half that of the con- 
trolled group. The difference appeared to be 
due to the absence of fatal embolic complica- 
tions in the former. The administration of Di- 
cumarol resulted in a significant reduction in 
thromboembolic disease and thus decreased the 
mortality in patients hospitalized with conges- 
tive failure. (Harvey, W. P., and Finch, C. A., 
New England J. Med., 242:208 (Feb. 9), 1950.) 


What About Vitamin Supplementation? 


THE NEED For the widespread consumption of 
purified vitamin supplements is questioned. A 
critical review of the current vitamin literature 
shows that the minimal requirements for the 
vitamins essential to man are much less than the 
Recommended Dietary Allowances. Vitamin de- 
ficiency states are now infrequent in the United 
States. Lack of objective evidence of any im- 
provement in health, fitness for work capacity of 
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large population groups who received purified 
vitamin supplements suggests that the average 
American diet is adequate enough to prevent 
subclinical vitamin deficiency. Many of the so- 
called signs of vitamin deficiency are nonspe- 
cific and are not alleviated by vitamin supple- 
mentation. The use of vitamins as supportive 
therapy in infections and chronic diseases is 
largely emperic. Therefore, there seems to be 
little need for vitamin supplements from the nu- 
tritional standpoint. 

Although many claims for the therapeutic 
value of vitamins in certain pathologic states will 
not withstand the test of controlled study, there 
are some conditions in which a specific vitamin 
has value by virtue of its pharmacologic prop- 
erties. 

Not only is the administration of large doses 
of purified vitamins often wasteful and foolish, 
but also serious consideration must be given the 
possibility of a toxic effect or the development 
of a vitamin imbalance. 

If a definite state of avitaminosis exists, long- 
term use of vitamin supplements is unneces- 
sary. The best suggestion is that of Cowgill to 
“vitaminize” the patient for a few days with 
three to five times the requirements and then 
establish him on a good diet. 

In conclusion, if a patient takes a good diet, 
he will not benefit from vitamin supplements, 
and if the patient does not take an adequate 
diet, the treatment is a good diet, and not vita- 
mins. (Culver, P. J., New England J. Med., 
241:1011, 1949.) 


Risks of Antihistamine Medication 


THE DEVELOPMENT and introduction of anti- 
histamine drugs in the last decade has been a 
notable advance in therapeutics, and their suc- 
cess in allergic diseases has naturally led to their 
trial in many other conditions beyond the 
borders of the allergic group. Since they were 
of value in paroxysmal rhinorrhea, it was inevi- 
table that they should be tried on the common 
cold. The etiology of the two conditions is gen- 
erally agreed to be quite different—the one al- 
lergic and the other a virus infection—but it was 
argued that the symptoms of the early coryzal 
and congestive phases of a cold might be allergic 
in origin, and that at this stage an antihista- 
mine drug might abort the cold before a second- 


ary infection had occurred. Individual practi- 
tioners who have experimented on themselves 
agree that the antihistamines afford some symp- 
tomatic relief, and Brewster’s trial in the United 
States Navy was encouraging so far as it went, 
though the plan was subjected to serious criti- 
cism. Paton, Fulton, and Andrews, (Lancet, 
1:935, 1949) emphasized the difficulty of assess- 
ing “cold cures” and reported a small but care- 
fully controlled experiment to test the value of 
one of these drugs. They conclude that the re- 
sults did not show any dramatic effect on the 
common cold. We quote from their findings: 
“We do not bring them forward as evidence 
that there is no beneficial action, but only to 
draw attention to the necessity for rigorous con- 
trol of any test or remedy for colds; the need to 
depend on subjective judgments by patient and 
clinician alike makes such tests particularly dif- 
ficult.” 

A cautious attitude on the part of doctors is 
highly desirable only because the Poisons Board 
has not, so far, taken steps to prevent the public 
from buying these toxic drugs over the counter. 
It is said that by a Monday evening after an 
article has appeared in a Sunday newspaper on 
the virtues of antihistamine as a cold cure, stocks 
of them in the drugstores are almost exhausted. 
It seems likely that of the thousands of people 
who bought these drugs that at least a third 
would experience some toxic effect, such as 
drowsiness, giddiness, or the peculiar psycholog- 
ical states of unreality and disorientation. Trivial 
as this may appear, there will certainly be tragic 
consequences if drivers of cars and public trans- 
port dose themselves indiscriminately with anti- 
histamines. The possibility that a labyrinthitis 
may develop on withdrawal of antihistamine 
therapy, of which three examples are reported by 
Cherry (Med. J. Australia, 2:540, 1949) also 
deserves consideration. 

_ Several children have already died from eat- 
ing sugar-coated antihistamine tablets as sweets. 
In cases of acute poisoning by antihistamines, 
the obvious antidote is histamine acid phosphate, 
injected subcutaneously in doses of 0.1 mg. per 
kilo. of body weight. Tablets which are vividly 
colored and sweet to taste can scarcely be re- 
sisted by a normal child. Responsibility for safe 
disposal of poisons in the household rests with 
its adult members; but manufacturers might con- 
sider whether the time has not come to incorpo- 
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rate into the coating of these tablets a trace of 
some bitter substance which would discourage 
a child without causing undue hardship to 
adults. (Lancet, 6593-28 (Jan. 7), 1950.) 


Roentgen Therapy of Regional Enteritis 


ACCUMULATED EXPERIENCE indicates that surgi- 
cal resection answers the problem of treatment 
of regional enteritis only in part. Many patients 
returned because of recurrent enteritis after 
what appeared to be wide and satisfactory re- 
section of the diseased segment of bowel. In 
seeking other forms of treatment which would 
offer benefits additional to those obtained from 
surgical resection, Roentgen therapy has been 
tried and has been found very useful. 

In 1948, the authors presented a preliminary 
report of their results using x-ray therapy in 20 
patients. The main criteria for the selection of 
their cases were that the disease was severe and 
that usually surgical treatment was not feasible 
or advisable. Roentgen therapy consisted of ir- 
radiation of four areas covering the whole anter- 
ior aspect of the abdomen. The x-rays were gen- 
erated at 130 kv. and filtered with 6 mm. of 
aluminum. The output was 135 r. measured in 
air. The treatment was repeated at intervals of 
one month until at least three courses of treat- 
ment were given. Subsequent treatment was 
given as indicated on the basis of symptoms. 
Three patients had two courses of treatment, 4 
patients had three courses, 4 patients had four 
courses, 5 patients had five courses, 1 patient 
had seven courses, 1 patient had nine courses, 
and 2 patients had fifteen courses. 

In ten cases the results of treatment were ex- 
cellent, measured by the absence of abdominal 
discomfort, almost complete elimination of diar- 
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rhea, and a return to normal occupation. In five 
additional cases a good result was achieved, 
measured on the basis of pronounced improve- 
ment but not complete diminution of symp- 
toms. In only one case was there striking roent- 
genologic evidence of improvement. In the 
others there was little change as far as the roent- 
genologic picture was concerned between the 
first and second years after treatment. 

With accumulating experience it becomes ob- 
vious that regional ileitis is present in two differ- 
ent types or forms somewhat as in tuberculosis. 
In one type the ulcerative phase is the predomi- 
nant one; in the. other there is much fibrosis, 
formation of granuloma, stricturing, and ten- 
dency to formation of fistula. The latter type is 
inclined to remain more as a local disease than 
the former type. In evaluating therapy it is im- 
portant that this differentiation be kept in mind. 
The results of the therapy of the localized hy- 
perplastic type of disease are better than those 
of the ulcerative type whether treatment is surgi- 
cal or any form of medical therapy. 

By 1949, 50 patients had been treated with 
roentgen therapy, with results somewhat similar 
to those reported for the first 20 subjects. The 
results can be evaluated sufficiently to say that 
in 20 of the 43 cases in which the period of ob- 
servation was long enough to meet our criteria, 
the results were very favorable in that the pa- 
tients became largely symptom-free and were 
able to return to their former occupations. Four- 
teen others were improved, 7 were not helped, 
and 2 had died. Additional therapeutic measures 
in these cases have included a high protein diet, 
periodic courses of sulfathalidine, and other sup- 
portive measures. (Popp, W. C., Bargen, J. A., 
and Dixon, C. F., Proc. Staff Meet., Mayo Clin., 
25:1, 1950.) 
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What Others Are Saying .. . 


One Way lo Increase Professional Security 


Wuen asked to discuss the reasons for member- 
ship in the Academy of General Practice, I am 
constantly tempted to confound my inquisitor by 
quoting him to himself. However, there is al- 
ways doubt that this medium would accomplish 
the purpose in mind. Asking for individual wis- 
dom on important matters concerning one’s self 
should be a logical method of solving problems— 
but it never seems to work out that way. 

There are always two schools of thought about 
medical organizations. The first we like to call 
the formula school of thought. Members of this 
school attempt to maintain an entirely mechan- 
istic and scientific attitude toward medicine. 
They want a basic rule for general practitioners. 

To illustrate, a representative of this school 
of thought held that he could individually carry 
on his practice without the aid of organized 
medicine. Second in equal importance was the 
thought that his patients come to him because of 
him, and not as a result of progressive medicine. 
Personal gain was definitely third. His selfish at- 
titude immediately demands that more hospital 
beds and privileges be provided by the organiza- 
tion without effort on his part. Fourth was the 
indifferent attitude, the formulary that is so 
commonly followed by the M.D., particularly the 
general practitioner. Fifth was the classification 
idea. He resents being called a G.P. although 90 
per cent of his business is general practice. 

Many G.P.’s fall into this category. 

But there is another equally articulate school. 
That of the man in organized medicine. This 
man believes that all formulizing is largely pop- 
pycock. His is the forthright judgment that an 
effective practice of medicine stems from the ap- 
plication of a conscientious doctor to his work. 
Successful doctoring results from a blending of 
skills, experience and aptitudes, working from 
three basic principles: (1) adequate training; 
(2) postgraduate study; (3) energetic activity in 
medical organizations. 

The need to put general practitioners on a 
more organized basis is shown by the deviation 


in opinions and responses expressed by success- 
ful doctors when they ask, “Why should I join 
the organization?” For example, the average G.P. 
knows what happened in Britain, he is fully 
aware of the dangers of socialized medicine, he 
is conscious of what Labor has done through or- 
ganization, he recognizes the speedy sociolog- 
ical changes of the day, yet entertains obsessive 
doubts concerning his own requirements. 

How are these men to be answered? Should 
we remind them that they as general practi- 
tioners should be specialists in humanics as well 
as artisans in the mechanics of medicine? Is it 
possible to convince them that there are three 
highly important fields in the matter of research 
and human knowledge: first, the art and science 
of therapeutics; second, research into the nature 
of human beings; third, full cooperation and 
participation in organized medicine on the part 
of everyone involved. 

Or should we mention the fact that perhaps 
his own individual aggressiveness may result in 
professional insecurity; that his personal overcom- 
pensation may be channeled—through govern- 
ment bureaucracy. Or, should we resort to per- 
sonality traits and offer admiration for this in- 
dividual and his lack of ‘association, hoping in 
this way to attract notice? 

What is the answer? It is what you already 
undoubtedly expect but do nothing about, name- 
ly this: Our fraternal brothers must be individ- 
ually reached, by the present members, if we 
hope to use the results of organization research 
which will enable all of us to better employ the 
valuable techniques of medicine. 

Organized medicine, particularly the Ameri- 
can Academy of General Practice, which rep- 
resents the great majority of the medical pro- 
fession, covers many aspects of a public service 
and human behavior. It involves the whole proc- 
ess of engineering the consent of those whom it 
is trying to influence in a highly competitive 
civilization. 


—C. W. Scuumacuer, M.D. 


it 

ie 
72 


Information Please 


Q. What restrictions should be imposed on contacts 
of a case of poliomyelitis? —M.D., Pa. 


A. No special restrictions need be imposed 
since the incidence of actual and potential car- 
riers is usually very high. It is not practical nor 
reasonable to restrict members of the family with 
full knowledge that the many other carriers are 
enjoying unrestricted movement in the com- 


munity. —F.K.A. 


Q. What precautions should be taken on body dis- 
charges from a poliomyelitis case? —M.D., N. J. 
A. Nose and throat discharges are treated as 
for acute respiratory infections. Stools may be 
passed into sewer-connected toilets, and bedpans 
should be sterilized after use. —F.K.A. 


Q. Does any relationship exist between tonsillec- 
tomy and poliomyelitis? —M.D., Kansas 
A. Bulbar poliomyelitis appears more commonly 
in those who have recently undergone a tonsil- 
lectomy, adenoidectomy, or tooth extracticns. It 
is therefore not advisable to encourage elective 
operations of the nose, throat, or mouth during 


periods of increasing or high prevalence of the | 


disease. —F.K.A. 
Q@. Should bathing or travel be allowed children 
during periods of prevalence of polio?—M.D., Ohio 
A. There is no satisfactory evidence that polio 
is spread by water. Swimming or bathing is not 
objectionable but chilling and fatigue should be 
avoided. Crowding of children should be dis- 
couraged, whether in swimming pools or at pic- 
nics. While travel per se is not objectionable, 
children should not be taken from a community 
relatively free of the disease to one with a high 
incidence of the disease. Long trips which could 
cause fatigue and physical exhaustion are partic- 


ularly to be avoided. —F.K.A. 


. about Syphilis 


Q. Is it possible to have clinical syphilis and yet 
demonstrate a negative serologic status? 
—M.D., Md. 


A. Yes—the best of serologic tests will be posi- 
tive only in 70 to 80 per cent of known cases of 
syphilis. Primary syphilis may be seronegative 
but spirochete-positive. As a rule, secondary syph- 
ilis is 100 per cent seropositive. Late syphilis is 
usually only 50 to 70 per cent seropositive. In 
secondary syphilis, the serum may be negative 
when undiluted and positive when diluted. This 
is called the prozone reaction, and is due to the 
excess of syphilitic reagin in comparison to the 
amount of antigen available in the ordinary test 
as used. In routine testing, undiluted serum is 


used. —F.K.A. 


Q. How do you explain conflicting reports on the 
same blood sample? —M.D., Md. 

A. When the complement fixation and floccu- 
lation techniques (Wassermann and Kahn) are 
used, two entirely different immunologic princi- 
ples are being employed to detect syphilitic re- 
agin in the patient's blood. 

In primary syphilis, the flocculation test is posi- 
tive earlier than the complement fixation test. In 
secondary syphilis, all tests give positive reactions. 
A positive Wassermann, but negative Kahn re- 
action in an older person suggests tertiary or 
latent syphilis. In late syphilis, a “doubtful” re- 
action may be the only clue to a syphilitic infec- 
tion, such as aortitis, a central nervous system 
lesion, or those with a self cure. —F.K.A. 


Q@. How should one manage a patient with a posi- 
tive serologic report with no apparent clinical mani- 
festations of syphilis? —M.D., Ky. 


A. Secure another blood sample and send it to 
a reliable laboratory using a quantitative titrated 
technic. Over a score of diseases can cause a false 
positive reaction in addition to “biologic reactors.” 
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Common colds, upper respiratory infections, 
virus pneumonia, diabetes, infectious mononu- 
cleosis, jaundice, and Boeck’s sarcoid are only a 
few causes of false positive reactions. A careful 
history and physical examination is in order and 
should include consideration of central nervous 
system syphilis and aortitis. By no means start 
treatment if there is any doubt, for this is no 
emergency. Repeat blood tests every 10 days to 
2 weeks, using the same laboratory and note the 
fall or rise of the titre. If the titre has not de- 
creased by 3 months, a spinal tap is advised to 
exclude central nervous system syphilis. 

If the titre is falling, or if there is a wide fluc- 
tuation in the titre, continue blood tests at 
monthly intervals for 3 to 6 months. If there is 
a fall of titre; or still wide variation is present, 
these may be “biologic reactors.” A constant titre 
is indicative of syphilis and if at the end of six 
months the spinal tap is negative, late latent 
syphilis must be considered. 

Never overlook the possibility of a disease 
such as malaria causing a false positive to be 
present with an associated syphilis also present. 
Delay treatment until the diagnosis is clearly es- 
tablished or disproved since once treatment is 
begun, there is no way to determine whether or 
not a false positive reaction was ever present. 


—F.K.A. 


.-- about Tuberculosis 


Q. Is there any such thing as a tuberculous habitus? 
This matter has been mentioned in the older text- 
books, but is it still an accepted fact? 

A. Belief in the existence of a tuberculous 
habitus has gained wide acceptance among the 
medical profession generally and it is regretted 
that it is still mentioned in several leading text- 
books. 


A consensus of opinion at the present time 
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suggests that there is no such thing as a tuber- 
culous habitus. This information should receive 
wide dissemination especially at a time like the 
present when extensive campaigns to control 
tuberculosis by mass surveys are being waged. It 
seems that a concept of a tuberculous habitus 
was formed years ago by the impressionistic 
methods of earlier clinicians and pathologists 
who saw a relatively large proportion of far ad- 
vanced or terminal cases of tuberculosis and mis- 
took their uniformly cachetic appearance for a 
constitutional stigma. 

Goldzieher has recently written on this sub- 
ject CN. Y. State J. M., July, 1944): “In fre- 
quent large groups of the population which are 
subjected to mass x-ray survey, the index of sus- 
picion of the individual physician plays no part 
in case finding. There are, however, other large 
groups in which x-ray examination of the chest 
is undertaken only when some particular observ- 
ation arouses the suspicion of thé examiner. All 
too often, such suspicion is allayed by traditional 
concepts of the habitus of the so-called tuber- 
culous type with the result that a ‘silent’ lesion 
in an apparently robust patient may go unde- 
tected. It is therefore vitally important to em- 
phasize the insignificance of habitus in tuber- 
cul osis.” 


Q. Should children with tuberculosis undergo tonsil- 
lectomy? 

A. It is the general consensus that removal of 
tonsils in tuberculous children is beneficial inso- 
far as it also removes a potential focus of infec- 
tion. The operation does not affect the underly- 
ing pulmonary tuberculosis. Also general anes- 
thesia is not contraindicated in tonsillectomy in 
the presence of pulmonary tuberculosis. Tonsil- 
lectomy is indicated in all cases of pulmonary 
tuberculosis exhibiting recurrent tonsillitis. 
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BY R. B ROBINS, M.D. 


Mepica Economics has suddenly burst into the 
limelight of public attention. Everywhere people 
are asking about the number of doctors, nurses, 
hospital beds, the cost of health insurance, and 
the kind of medical care available for low in- 
come groups. Why this sudden interest? Has the 
cost of medical care suddenly skyrocketed? Is 
there a crisis in the health of the nation? Has 
medical progress outmoded the customary pattern 
of medical care? 


What Is the Cost of Medical Care? 


What is the cost of medical care, both as a 
part of total consumer expenditures and price- 
wise in comparison to the general cost of living? 
The entire outlay for medical care for the Amer- 
ican people during the 1930's and 1940's has 
fluctuated narrowly around 4 per cent of the total 
family (consumer) expenditures for all goods 
and services. That is, the American people have 
chosen to spend 96 per cent of their family 
budgets on items other than medical care. This 
represents the collective judgment and decision 
of the American people. They spent only 4 per 
cent of their money for medical care, not be- 
cause they did not have more to spend, but be- 
cause they thought they could get what they 
wanted most by spending 96 per cent of their 
money on other things.’ 

The costs of medical care have risen because 
of inflation. Yet in this period of rapidly rising 

*The Cost and Quantity of Medical Care in the 
United States by Frank G. Dickinson, Ph.D., Director, 
Bureau of Medical Economic Research, American 


Medical Association. Bulletin No. 72, American Medi- 
cal Association, Chicago, 1949. 
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prices of goods and services, the American con- 
sumer has had the fortune to be able to purchase 
medical services at price levels which have risen 
less than three quarters as fast as the general cost 
of living. According to the United States Bureau 
of Labor Statistics, the Consumers’ Price Index 
stood at 171 in 1948 whereas medical care items, 
which constitute a small portion of that general 
index, stood at 141. Hidden within the total 
medical care index are physicians’ services which 
stood at 136 (both general practitioners and 
specialists) and the index for hospital room rates 
which stood at 212. Thus it is clear that although 
the price of physicians’ services has risen even 
less than the total medical care index, the index 
of hospital room rates, which have been exposed 
to the full force of inflation, accounted for by far 
the greatest portion of the general rise in the 
price of medical care.’ 

And what about the quantity of medical care 
delivered? Since the prices and fees for medical 
care have risen more slowly than the cost of liv- 
ing while the percentage of the family budget 
spent for medical care has remained constant at 
approximately 4 per cent, it follows that the 
volume of medical care delivered has increased 
very rapidly. Statistics developed by the Bureau 
of Medical Economic Research of the American 
Medical Association indicate that the output per 
physician is at least one-third greater than it was 
a decade ago. Among the major reasons for this 
increase in technological efficiency are the won- 
der drugs and the increasing number and effi- 
ciency of technical assistants. Medical care today 
is delivered by a team directed by the physician. 

].A.M.A., p. 587 (Feb. 26), Chicago, 1949. 
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But despite the general picture of a rapidly in- 
creasing quantity of good medicai care available 
at reasonable prices, the prospect of serious illness 
may seem overwhelming to the individual. The 
tremendously increased cost of treating some dis- 
eases has, even though miracle cures are effected, 
focused public attention on this relatively small 
portion of the medical care picture, and the idea 
that medical care is too expensive has been gen- 
eralized to include all aspects of medical care. 
You and I have the urgent task of educating our 
patients to find the way to protect themselves 
against the financial hazard of serious illness. We 
must “sell” voluntary insurance as a common 
sense method to distribute risk. The average 
American family today can be reasonably certain 
that its own expenditures for medical care will 
fluctuate around 4 per cent of the family budget 
if the family resorts to insurance. Sixty-five or 
seventy million people in the United States are 
covered by some kind of hospital insurance. 
Forty million have some kind of surgical insur- 
ance and twenty million have some kind of 
medical insurance. The number of persons cov- 
ered continues to increase at an astonishing rate. 

The large degree of protection which volun- 
tary insurance offers to the average family is evi- 
denced by a comparison of benefits paid by Blue 
Cross and Blue Shield with the share of the total 
consumer expenditures for hospital and _physi- 
cians’ services attributable to Blue Cross and 
Blue Shield subscribers. Blue Cross and Blue 
Shield are merely examples of the type of pro- 
tection offered by various kinds of organizations 
and commercial companies. I am using them as 
examples because data about their operations 
throughout the nation are readily available. The 
average family will be reimbursed by Blue Cross 
for a little more than four fifths of all the family’s 
expenditures for hospital care. The average Blue 
Shield subscriber is reimbursed for between one 
half and three fifths of the amounts paid for the 
services of physicians during the year. The frac- 
tion for Blue Shield subscribers is much lower 
because patients are screened by physicians be- 
fore they enter hospitals, and the Blue Shield 
plans usually exclude coverage of home and 
office calls. These calls, however, become part of 
the total bill for physicians’ services incurred by 
Blue Shield subscribers. You: will note that I 
have used the term average. I did not say that 
every family was reimbursed to the extent of 
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four fifths of its hospital expenditures and to the 
extent of one half to three fifths of its expendi- 
tures for physicians’ services. Low income families 
are reimbursed for more than the average. Con- 
versely, the percentage for upper income patients 
is lower than the average. 

In brief, voluntary insurance can help people 
meet the problem of sudden, large medical bills, 
by giving them an opportunity to prepay in small 
regular amounts instead of postpaying in very 
irregular amounts. A family certificate for both 
Blue Cross and Blue Shield costs the price of a 
package of cigarettes a day—or a bottle of beer 
or a gallon of gasoline. Please consider this next 
question thoughtfully. How many families can- 
not afford to pay the price of a pack of cigarettes 
a day? That is a new test of medical indigency. 


Are We Facing a Crisis in Health? 


Is the health of the nation at a crisis? Health 
is a word with many possible meanings. Among 
others it has been used to refer to morbidity, 
mortality, and longevity. We do not have accur- 
ate data on morbidity in this country nor for any 
other nation with which we might want to com- 
pare our record. It is very difficult to study mor- 
bidity because of the lack of reliable reporting 
on the number of people in a nation suffering 
from each illness—and the duration of the ill- 
ness. The common cold covers many sins. 

Life expectancy and mortality—particularly in- 
fant and maternal mortality—are definite meas- 
ures of health. The United States has made tre- 
mendous progress since 1933 in lowering both 
its infant and maternal mortality rates. Despite 
differences in income levels, the record of infant 
mortality from 1933 to 1948 shows a decrease of 
almost one half in the rate of the very poorest 
state, (New Mexico, 136.1 to 69.2), while the 
very best state in 1948, (Connecticut, 23.5), had 
a rate one third below that of the best state in 
1933, (Washington, 38.8). The high rates which 
continue to persist in the southwestern states are 
due to the large number of persons of Mexican 
and Indian stock who, for a number of reasons, 
have high infant mortality rates. 

The record of maternal mortality, which is not 
so severely affected by congenital defects as is 
infant mortality, is even more remarkable. The 
lowest state maternal mortality rate in 1933 was 


4.3 per 1,000 live births (Idaho). The highest 
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was 11.5 (Florida). The highest state maternal 
mortality rate in 1948 was 2.7 (Mississippi). The 
lowest was 0.4 (Oregon). This narrowing of dif- 
ference between states and the new low level 
reached point to a dramatic record of health 
progress throughout the United States. There is 
every reason to believe that our maternal mor- 
tality rates, which include non-white persons, 
are very nearly equal to, if not below, those of 
the Scandinavian countries, New Zealand, which 
does not include its Maoris, and Australia. 

Look too at our record of life expectancy. One 
thousand babies born in 1900 were destined to 
live 49,000 years, whereas 1,000 babies born this 
year are destined to live 68,000 or 69,000 years. 
However, measurement of life expectancy for a 
new baby does not tell the whole story. Life ex- 
pectancy is synonymous with length of life only 
during centuries when there is little or no health 
progress. Life expectancy at birth in any chosen 
calendar year, such as 1900 or 1949, is the pre- 
dicted number of years the average baby will live 
on the basis of the mortality of the people of all 


ages during the baby’s year of birth. In other . 


words, it is the average number of years which 
he would live if he could live his entire lifetime 


from cradle to grave in that one year or with the 
mortality conditions of that one year prevailing 
throughout his life. The average baby in the 
United States will live longer than predicted 
simply because, as the baby grows older, health 
conditions are improving. 

How does our record of life expectancy com- 
pare with that of other nations? According to the 
Summary of International Vital Statistics 1937- 
44, (National Office of Vital Statistics, Washing- 
ton, D. C., 1947), we outrank every other nation 
in the world with a population of over 10,000,000 
people with regard to life expectancy in the years 
nearest 1940 for which statistics were available. 
Although the small nations which led the world 
in life expectancy in 1940 have not published 
life tables for more recent years, it seems entirely 
reasonable to believe that the extremely rapid 
health progress in the United States in the last 
ten years has brought our life expectancy close 
to that of the leading smaller nations, and per- 
haps even above that of some of them. These 
gains have been made in a population which con- 
tains, as a result of immigration, very diverse 
elements from the health standpoint. Therefore 
it is rather meaningless to compare the United 


“Dress up that line!” 
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States with the Netherlands which has a popu- 


lation only a little larger than New York City 
or the state of Illinois, or with Denmark which 
has fewer and far more homogeneous inhabitants 
than the city of Chicago, or with New Zealand 
which has fewer people than the state of Con- 
necticut. Instead compare the record of some of 
our states, or of large groups in the United States 
whose parents and grandparents were born 
abroad, with the small countries. It is likely that 
Swedes live longer in Minnesota than they do in 
Sweden and that Norwegians live longer in 
South Dakota than they do in Norway. 

With such a spectacular record of achievement 
it seems to me that not only is there no crisis in 
the health of the nation, but the need to main- 
tain and support the impetus to such remarkable 
progress becomes paramount. Under voluntary 
auspices we have steadily improved our standard 
of health. 

Perhaps some speed is lost in allowing nature 
to take its course, but at the same time there is 
opportunity for experimentation with different 
techniques and methods of dealing with situa- 
tions which would never be possible if a large 
scale program were suddenly perpetrated on our 
entire people. Our health progress has been built 
on a sound basis by people who were vitally in- 
terested in conditions in their own area where 
they could personally watch the development of 
their plans. The sense of personal responsibility 
has been a vital cog in the wheel of progress—it 
cannot be replaced by a sprawling administrative 
agency no matter how bountiful are the funds 


which that agency has at its disposal. 


“The Squirrel Wheel” 


The sense of personal responsibility for social 
progress now faces a new and subtle challenge. 
Let me sketch the background of this new chal- 
lenge. The remarkable degree to which medical 
care is available to the general population and 
the favorable circumstances which have provided 
better food, housing, and sanitation as our stand- 
ard of living has improved, have produced more 
and more older persons. Of a dozen funerals in 
1900, 4 were for persons who had lived at least 
50 years. Of a dozen funerals in 1949, 9 were for 
persons who had lived at least 50 years. Another 
way of looking at the same thing is to say that 
while the older half of the people dying in 1900 
had lived 30 years or more, the older half of the 


people dying in 1949 had lived 66 years or more. 
Since 1900 the entire population of the United 
States has doubled (75 to 150 million). Since 
1900 the population age 65 and over has quad- 
rupled (3 to 12 million). These accomplishments 
of medical science—aided by better food, hous- 
ing, and sanitation—have brought us face to face 
with a problem of tremendous economic and 
political import. For not only will an older pop- 
ulation affect the buying habits of the American 
economy, but the political strength of the older 
voters could become a threat to the young people 
in this country by saddling them with the cost 
of extensive cradle to the grave schemes. The 
older worker would pay practically nothing be- 
fore he retired, while his children would work 
all their lives to pay for their parents, others, and 
themselves, or in turn would pass the burden of 
payments on to their children. An accompanying 
inflation would make the “squirrel wheel” turn 
all the faster. 

Finally, it is the disturbing premise of the 
practice of medicine that the doctor cannot win. 
When he saves a woman in childbirth, he merely 
adds one more name to the list of potential can- 
didates for cancer. When he saves a young man 
from pneumonia, he merely adds one more name 
to the list of potential candidates for fatal heart 
attacks. The doctor can only change the age and 
cause of death. Ironically, the increase in the 
number of people dying from heart diseases and 
cancer is a measure of past medical progress. 

Yet the doctor can be very proud of his accom- 
plishments during the last half century. And for 
the money which the American people spend on 
medical care, they receive a grade of care un- 
dreamed of a half century ago. Medical care now 
doesn’t just stop pain; it cures and restores people 
to normal life. The wonder drugs and surgical 
techniques, and the teams of doctors, nurses, and 
technicians provide the modern patient with a 
level of medical care which is as different from 
that even twenty years ago as the ’50 Ford differs 
from the Model A. And with that ’50 Ford the 
doctor can serve more people from a wider area 
than ever before. So who can say that all of the 
costs involved in the tremendous outlay to pro- 
long life are excessive? Health pays. But far 
sweeter than the jingling of money saved or more 
money earned is the message that you and I can 
enjoy more years of life, liberty, and the pursuit 
of happiness. 
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Medical Dictionaries or Antiques? 


‘THERE Is HARDLY any profession today that can 
exist, function, or progress using the tools and 
armamentarium of twenty years ago. Progress has 
outmoded our former clothes, homes, tools, mode 
of travel, and entertainment. Our very language 


has changed and in the case of the practice of — 


medicine certain terminologies have recently un- 
dergone a change. 

We doubt if any doctor today would dare 
make his professional calls on bicycle or horse- 
back and yet a perusal of the average doctor's 
bookshelf reveals little else than mementos from 
his student days. Rare indeed is the physician 
who has ever bought a second dictionary since 
graduation. Most physicians are using the one 
purchased during their medical school days. If 
the doctor is too indolent or penurious to buy a 
new dictionary, that is surely his own affair. It 
is not quite fair, however, to his secretary to have 
to get along with dictionaries which in many 
cases are from twenty to thirty years old. These 
same physicians would “blow a fuse” if their 
children were given school books of equal ancient 
vintage. Since we devote certain weeks through- 
out the year to such projects as “be kind to 
squirrels week,” “eat an apple week,” etc., why 
not a “burn your old medical dictionary week”! 

Since, after all, this is the book review section, 
it might be well for us to get down to the actual 
point of telling you what we think of the newer 
medical dictionaries. 


Blakiston’s New Gould Medical Dictionary: A Mod- 
ern Comprehensive Dictionary of the Terms Used 
in All Branches of Medicine and Allied Sciences, 
Including Medical Physics and Chemistry, Den- 
tistry, Pharmacy, Nursing, Veterinary Medicine, 
Zoology and Botany, As Well As Medico-legal 
Terms. Editors: Harold Wellington Jones, M.D.; 
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Normand L. Hoerr, M.D.; Arthur Osol, Ph.D. 

With the Cooperation of an Editorial Board and 80 

Contributors. (Based on 5th Edition of Gould’s 

Medical Dictionary.) Cloth. Price, $10.75. Pp. 

1294, with 252 illustrations. The Blakiston Com- 

pany, Division of Doubleday & Company, Incorpo- 

rated, 1012 Walnut Street, Philadelphia 5; Toronto 

2, 1949. | 

The publishers have made an earnest attempt 
to furnish a workable, readable, practical medi- 
cal dictionary. Old obsolete terms and spellings 
have been deleted and many new words and 
phrases added. Advances in medical research 
during the past few years alone have brought 
forth hundreds if not thousands of new terms in 
all branches of medicine and the allied sciences 
including chemistry, physics, dentistry, phar- 
macy, nursing, veterinary medicine, zoology, 
botany, and medico-legal terms. 

The book was developed not by one editor 
alone but by the combined efforts of a medical 
school faculty and contributors from other med- 
ical schools. This by no means suggests that this 
is the way to go about setting up the ideal dic- 
tionary. Under this method, the pruning of out- 
moded terms could be very uneven or “spotty.” 
Since no one person or even a small group can 
keep up with the ever-expanding literature, it 
would seem that the multi-author idea, some- 
times a miserable failure in a textbook, was a de- 
cided step forward in this volume. In every 
branch of medical science in which an authori- 
tative group has established a terminology, that 
terminology has been adopted. 

The format and general arrangement of the 
material is excellent and combines to provide an 
accurate guide without burdening the reader 
with immediate necessity of consulting and mas- 
tering complicated formulas, symbols etc. Pro- 
nunciation is simplified by the use of a limited 


number of accents, syllable division, and where 
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A New MOSBY Book! 


HANDBOOK of 


DIGESTIVE DISEASES 


A complete treatise on gastroenterology pre- 
sented in the most compact, readable and prac- 
tical’ manner. 


Entirely up-to-the-minute coverage. Contains 
a critical evaluation of the much discussed op- 
eration, vagotomy. 


658 Pages, 149 Illustrations 


2 in color Price, $11.00 


SECOND EDITION 


By The late JOHN L. KANTOR, M.D., F.A.C.P., and ANTHONY M. KASICH, M.D., 
F.A.C.P. Lecturer in Medicine, Columbia University; Adjunct Physician, Montefiore 
Hospital; Assistant Visiting Physician, Bellevue Hospital, Assistant Adjunct Gastro- 
enterologist, Lenox Hill Hospital, New York. 


Designed especially for the General Practitioner, Handbook of DIGESTIVE DISEASES presents, first, 
a concise picture of the more vital and fundamental aspects of digestive diseases; second, the — 
is on a sound physiological basis. The fact that gastroenterology is an important and inseparable <B 
ment of internal medicine has been stressed throughout. The book has been referred to as “the only 
practical reference in print today.” 


Quick facts about its coverage . . . 


® The clinical resources of Montefiore Hospital, a 
great teaching institution, have been fully utilized. 
Thus, the important section on cancer of the pan- 


® The two chapters on peptic ulcer, with the ex- 
cellent illustrations, form a s:nall mo aph on 
the subject. The modern concepts of the causa- 


creas is based upon a study of more than a hun- 
dred cases of these diseases. The section on ulcer- 
ative colitis has been compiled from a study of 
hundreds of cases seen at Montefiore. 


X-ray pictures, which are so necessary to the 
diagnosis of digestive diseases, are plentiful and 
of excellent quality. They have been beautifully 


tion of ulcer are thoroughly discussed, in simple 


language. 

Psychosomatic ts are stressed, and the symp- 
toms are care related to the physiologi 
disturbances which cause them. 

In the discussion of pain in ulcer, the latest re- 
searches on the relation of acid secretion are fully 
described, and the significance of these findi 
in the management of peptic ulcer are explained. 


reproduced. In many cases, the x-ray is accom- 
panied by an artist’s drawing, which calls atten- 
tion to the salient features. 


® Contains information on diet, drugs and treat- 
ment in relation to every digestive disease—with 
a chapter on Allergy to complete coverage. 


The C. V. Mosby Company 
3207 Washington Blvd. @ 


GP 4-50 
her: St. Louis 3, Missouri 


Please send me Handbook of DIGESTIVE DISEASES— 
Second Edition by Kantor-Kasich. The price is $11.00 


[_] Enclosed find check. [[] Charge my account. 
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necessary, by a style of phonetic respelling which 
again does not demand familiarity with a compli- 


cated series of symbols. When more than one _ 


pronunciation is given, the term most widely 


used is placed first. All that remains now is to ar- 


range a National Dictionary Conference attended 

by the authors and publishers of medical dic- 

tionaries so as to bring about agreement on the 
pronunciation of medical terms. It is no wonder 

a few of us who read these dictionaries are con- 

fused. Very recently I heard a prominent labora- 

tory physician use the word titer twice in one 
sentence. To my astonishment he first said 

“tyter” and soon followed it up with “teeter.” 
Etymology is associated with important terms 

and set off, as are the definitions and pronuncia- 

tions in clear italic and Roman type. Entries are 
set in boldface. Type size is conducive to easy 

rapid reading. Purchasers will not have to buy a 

reading glass with each volume. 

Illustrations, many in color, are keyed to the 
text. This reviewer fails to see the reason for any 
illustrations in a medical dictionary, except for 
structural formulas. If one is interested in anat- 
omy, we question his consulting of any dictionary 
for an anatomical review. The deletion of such 
material would at least have some effect on the 
size and weight of such volumes, if not the price. 

We heartily recommend this medical diction- 
ary. It is well prepared, not excessively priced, 
and is easy to read. The publishers and contribu- 
tors are to be congratulated on a tremendous task 
well done. 

Stedman’s Medical Dictionary. Edited by Norman B. 
Taylor, M.D. 17th Edition, Price $8.00. Pp. xiv 
+ 1,361 with 450 illustrations. William and Wil- 
kins, Baltimore, 1949. 

Any medical dictionary reaching sixteen edi- 
tions must have earned this popularity and Sted- 
man is no exception. The introductory section 
on medical etymology is superb. The book has 
serious defects, however, the most important be- 
ing the small type which makes the book very 
difficult to read. Many of the illustrations are 
very poor and could very well be deleted with- 
out loss. Quaint spellings, often encountered in 
older editions, have been deleted but there still is 
room for much improvement, especially the addi- 
tion of new terms. If you own a reading glass, 
you may like Stedman. We should like to see 
future editions take on more of an “American” 
flavor. 
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A third medical dictionary, the Dorland Amer- 
ican Medical Dictionary (W. B. Saunders Com- 
pany, Philadelphia) is also available. We regret 


~ that we did not receive a copy in time for a 
“comparative review. It will be reviewed in an 


early issue. 


Author, Publisher, Printer Complex. By Robert S. 
Gill. Pp. 144, with 6 figures. Williams & Wilkins, 
Baltimore, 2nd Ed., 1949. Price $1.50. 

Here is a charming little book which discusses 
in a very lucid, pleasant style the problems that 
beset authors, particularly medical authors. Its 
pages are filled with a veritable mine of informa- 
tion for both the neophyte and the experienced 
who may be wrestling at the moment with his 
tenth edition. The type size, antique paper, and 
general format are conducive to easy reading. 
The entire volume can be read in a few hours. 
This reviewer thinks all book reviewers would 
be better equipped mentally and emotionally 
were they more cognizant of the problems that 
enter into the production of a medical book. The 
author has done a very commendable job and 
presents the material with the point of view of a 
layman who has had many years’ experience 
dealing with authors and their problems. We give 
this book our unqualified approval. 


Handbook of Digestive Diseases. By the late John L. 
Kantor, M.D., F.A.C.P., Associate in Medicine, 
Columbia University; Gastroenterologist and Asso- 
ciate Roentgenologist, Montefiore Hospital, New 
York, and Anthony M. Kasich, M.D., F.A.C.P., 
Lecturer in Medicine, Columbia University, Ad- 
junct Physician, Montefiore Hospital; Assistant visit- 
ing Physician, Bellevue Hospital; Assistant Adjunct 
Gastroenterologist, Lenox Hill Hospital, New York. 
Pp. 658 with 148 illustrations, 2 in color. C. V. 
Mosby Co., St. Louis, Mo., 2nd Edition, 1949. 
Price $11.00. 


This small compact volume is an outgrowth of 
the senior author’s Synopsis of Digestive Dis- 
eases, the revision of which was interrupted 
his untimely death. Doctor Kasich has presented 
a concise coverage of the fundamental aspects of 
digestive diseases in simple, direct fashion. The 
quality of the illustrations is in general excellent, 
being enhanced in some instances by additional 
pen and ink drawings which call attention more 
forcibly to the salient features. The resources of 
Montefiore Hospital have been utilized with hap- 
py results. Descriptions and definitions of dis- 
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to the service of medicine. 


THE YEAR BOOK PUBLISHERS, INC. 
extends best wishes to 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


on publication of the first issue of its official journal, 
GP. The Academy is to be congratulated for this new and 
purposeful contribution to the literature, and its dedication 


Already a Best Seller! This is a book to 
help you treat patients, but more than 
that, it is a concise, compact, analytical 
presentation of all that is known about 
modern pharmaceuticals and chemothera- 
peutic agents—their pharmacology, ac- 
tion, dosages, toxic effects, indications, 
contraindications. It helps you to choose 
and use modern drug therapy in the light 


The Year Book Publishers, Inc., 
200 East Illinois St., Chicago 11, Ill. 


Please send me the following books, postpaid, for 
10 days’ free examination: 


O New Year Book of Drug Therapy, $4.75. 


O Cheney’s Medical Management of Gastro- 
intestinal Disorders, $6.75. 


City Zone. 
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SOLD OUT 12 DAYS AFTER PUBLICATION 
2ND LARGE PRINTING NOW READY 


of international practice, because it is 
composed of detailed abstracts of the 
world’s best journal articles, interpreted 
and evaluated by Dr. Beckman himself. 
Every field of medicine where drugs are 
used is covered. Edited by Harry Beckman, 
M.D., Director of Dept. of Pharmacology, 
Marquette University School of Medicine. 
712 pages, illustrated. $4.75, postpaid. 


CHENEY’S MEDICAL MANAGEMENT 
OF GASTROINTESTINAL DISORDERS 


More than a new book, this General Practice Manual 
offers an entirely new approach to gastroenterology 
—the “‘symptom approach,” designed to make diag- 
nosis easier, more accurate, and hence the treat- 
ment more effective. History-taking, physical. and 
laboratory examination, correlation of psychoneu- 
roticmanifes*ations, symptom therapy, office psycho- 
therapy, and, finally, total medical management are 
systematically presented. By Garnett Cheney, M.D., 
Clinical Professor of Medicine, Stanford University 
Medical School. 480 pages, illustrated. $6.75, post- 
paid. 
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Beckman’s 


eases, syndromes, etc., are direct and easily un- 
derstood. In addition, they are accompanied by 
significant statistical material which is presented 
in a manner to educate, not confuse. The 

size and format are pleasing and the binding at- 
tractive. 

This reviewer found very few typographical 
errors. The list of references is excellent and 
brings the reader up to date on the most out- 
standing and important developments in the field 
of digestive disorders. They have been carefully 
selected and contain no “ballast” or space-fillers 
in the hope of impressing the reader. This is like- 
wise true of the text, which is free of verbosity 
and discussion. 

In a handbook one must not expect to find 
everything but it does appear as if more detail 
could have been given to diagnostic techniques, 
intubation and contrast enemas, which appear to 
be handled a bit too briefly. Salmonella food 
poisoning is not covered. The index, while per- 
haps satisfactory, is not adequate. We are sure 
these matters will be corrected in the next edi- 
tion. 

Peptic ulcer, digestive symptoms in extra-diges- 
tive diseases, vagotomy, the psychiatric aspects 
of digestive diseases, and gastrointestinal allergy 
are thoroughly discussed. This practical hand- 
book can be read with advantage by general prac- 
titioners. Frankly, we think the price excessive 
and hope this does not reflect another advance in 
the price of medical books. —F.K.A 


Textbook of Virology: For Students and Practitioners 
of Medicine. By A. J. Rhodes, M.D., F.R.C.P., and 
C. E. van Rooyen, M.D., D.Sc., M.R.C.P. Pp. 312 
with 40 illus. Cloth, $5.00. Thos. Nelson & Sons, 
New York. 


Here is the answer to those who buy their 
medical books by weight. The authors have at- 
tempted to present the essential features of virus 
and rickettsial diseases of man in a form suit- 
able for students and practitioners. They wisely 
suggest the work is but an introduction to more 
advanced reading of which none better exists 
than their own larger work, Virus Diseases of 
Man. The book is frankly disappointing because 
of its brevity. It cannot be recommended for its 
clinical value to practitioners or for its teaching 
value to medical students. The printing and 
publishing are up to the excellent standards of 
Thos. Nelson & Sons. —F.K.A. 
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Cardiovascular Disease. By Louis H. Sigler, M.D., 


F.A.C.P., Attending Cardiologist and Chief of Car- 
diac Clinic, Coney Island Hospital; Consulting Car- 
diologist, Rockaway Beach Hospital. Cloth, $10.00. 
Grune & Stratton, New York, 1949. « 


Twenty-five years’ experience went into the 
writing of this book and the result is a compre- 
hensive coverage of fundamentals in the differ- 
ential diagnosis, prognosis, and treatment of 
heart disease. Electrokymography, angiocardi- 
ography, roentgenkymography, and cardiac cathe- 
terization are discussed and their significance 
stressed. Electrocardiography for some strange 
reason is practically ignored. It does not even ap- 
pear in the index. The author seems to prefer 
the apothecary system in discussing dosages of 
drugs. While this may appeal to older physicians, 
it will not please recent medical graduates. De- 
spite these facts, we recommend this book ‘to 
practitioners unreservedly. —F.K.A. 


The 1949 Year Book of Medicine. Edited by Paul B. 
Beeson, M.D., J. Burns Amberson, M.D., George 
R. Minot, M.D., William B. Castle, M.D., Tinsley 
Harrison, M.D., and George B. Eustermann; M.D. 
Pp. 832 with 139 illus. Cloth, $4.50. Year Book 
Publishers, Inc., Chicago, 1949. 


Poor indeed must be the physician who can- 
not afford the time to browse through the pages 
of this volume, which needs no introduction 
from us. As with all yearbooks, it is virtually im- 
possible to ensure that all the literature ab- 
stracted is necessarily of the highest quality, the 
last word, or the correct word on the subject. It 
is still worthwhile as a means of knowing what 
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McGraw-Hill Medical Books 


INTRODUCTION TO 
NEUROPATHOLOGY 


By SAMUEL P. HICKS, M.D., and 
SHIELDS WARREN, M.D., Departments of Pa- 
thology of the Harvard Medical School and the 
New England Deaconess Hospital 


The fundamentals of neuropathology are comprehensive- 
ly presented in this profusely illustrated volume de- 
signed to treat the study of neurological disorders in 
relation to the disease processes in the body as a whole. 


1950. 494 pages, 71/4 x 9%, with 289 illus- 


$10.00 
CLINICAL 
ELECTROENCEPHALOGRAPHY 


By ROBERT COHN, M.D., Electroence- 
phalographer and Director of Neurological Re- 
search, U. S. Naval Hospital, Bethesda, Md. 


A guide to the interpretation of human electroence- 
phalograms, this new book offers a complete discussion 
of EEG as a diagnostic procedure and a compilation of 
typical cases encountered. 


1949. 639 pages, 11x 82, illustrated with 


TEXTBOOK OF HISTOLOGY 


By JOSE F. NONIDEZ and WILLIAM 
F. WINDLE, Professor of Anatomy, University of 
Pennsylvania 


This important book, containing many original drawings 
and diagrams as well as 193 photomicrographs, con- 
centrates on practical fundamentals and achieves a com- 
plete coverage of the field of histology. 


1949. 456 pages, 6x9, with 287 illustra- 


McGRAW-HILL BOOK CO.), Inc. 
Health Education Department, Division H-G4 
330 West 42nd Street, . 
New York 18, N. Y. ‘ ‘ 


Order from your medical book dealer or use the coupon below 


THE McGRAW-HILL SERIES 
IN HEALTH SCIENCE 


Amos Christie, M.D., Consulting Editor 
——JUST PUBLISHED! 
TRAINING FOR CHILDBIRTH 


A Program of Natural Childbirth with Rooming-in 


By HERBERT THOMS, M.D., 
Professor of Obstetrics and mee 
Yale University School of Medicine; 
stetrician and Gynecologist-in-Chief, Uni- 
versity Service, Grace-New Haven Hospital 
A professional report on the details of the 
“Training for Childbirth” program in oper- 
ation at the Grace-New Haven Hospital writ- 
ten by America’s leading authority on the 
“Natural Childbirth” system of obstetrics. 


1950. 114 pages, 512 x8, illus- 


PRACTICAL STATISTICS IN 
HEALTH AND MEDICAL WORK 


By RUTH RICE PUFFER, 
Dr.P.H., Director of Statistical Service, 
Tennessee Department of Public Health; 
Department of Preventive Medicine, Van- 
derbilt Medical School 


An effective presentation of the applications 
of statistics to medicine and public health 
intended to give suggestions and guidance 
in the interpretation of health and medical 
problems and in the evaluation and improve- 
ment of programs. 


1950. 238 pages, illus- 
$3.75 


EPILEPSY AND CONVULSIVE 
DISORDERS IN CHILDREN 


By EDWARD M. BRIDGE, M.D., 1949, 
670 pages, 6x 9, illustrated........ $8.50 


THERAPY THROUGH INTERVIEW 


By STANLEY G. LAW, M.D., 1948, 313 


Write for our catalog describing other books in this 
Series. 


Please send me the books checked for 30 days’ exami- 
nation on approval: : 


Hicks & Warren—Neuropathology 
Cohn—Clinical EEG 

0 Nonidez & Windle—Histology 

Thoms—Childbirth 

Puffer—Statistics 

Bridge—Epilepsy 

Law—Therapy 
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others are doing, thinking, and writing about. 
The comments of the very able editors are alone 
worth double the price of the volume. Abstracts 
on material in Infections, Diseases of the Chest, 
Diseases of the Blood, Blood Forming Organs 
and the Kidney, the Heart and Blood Vessels, and 
Digestive System appearing in the literature be- 
tween July, 1948, and May, 1949, are presented. 
We highly recommend this volume. 
—F.K.A. 


Taking the Cure. By Robert G. Lovell, M.D., Univer- 
sity Hospital, University of Michigan, Ann Arbor, 
Michigan, Pp. 93. Cloth, $2.00. The Macmillan 
Company, New York, 1948. 


This very entertaining and instructive volume 
was written by a physician who himself was a 
victim of tuberculosis. This adds authority to the 
text, as well as providing a deep insight into the 
thoughts, worries, and problems of the new tu- 
berculosis patient entering the hospital or sana- 
torium. In many cases, sad to say, he gets little 
more than a bed, a number on a chart, and a 
list of “Don’ts.” This, at a time when he could 
stand the services of a psychiatrist, philanthro- 
pist, and a clergyman. This pleasant little book 
will not only cushion the blow, but will show 
him the rationale of the many things he is asked 
to do as well as those which are being done to 
him. It will make him a better, happier, and 
more enlightened patient. 

This is the best little book on this subject we 
have read so far. Every patient entering a sana- 


torium should have a copy. —F.K.A. 


Photoradiography in Search of Tuberculosis. By David 
Zachs. Pp. 295 with 250 illus. Cloth, $5.00. The 
Williams & Wilkins Company, Baltimore, 1949. 


The material covered in this volume has been 
greatly needed by physicians interested in tuber- 
culosis and its control and also by the general 
practitioner. Over 12,000,000 people are being 
x-rayed annually by photofluorographic units 
in our country, and in every case the positive 
and suspicious findings are being referred to the 
family physician for follow-up studies and a 
thorough clinical examination to establish a di- 
agnosis. Unfortunately, not all physicians see 
eye to eye on the purpose behind or the value 
of such methods of tuberculosis control. Some 
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are even outspoken in their denunciation of mass 
x-rays, saying they are pure unadulterated social- 
ized medicine. This, in spite of the fact that the 
sole object of the surveys is to place the sus- 
pected or known case under the care and super- 
vision of his own physician as soon as possible. 

Twenty years of careful service and observa- 
tion went into the creation of this volume, which 
carries the reader through all phases of mass 
chest radiography. Since organization of the com- 
munity is a sine qua non to a successful out- 
come, Zacks spends a considerable portion of the 
text on this phase of the problem. Procedures 
used in Massachusetts are outlined in detail, and 
while this reviewer believes that some of these 
details would be impractical in other areas such 
as a large rural state, they are nevertheless very 
informative and lend authority to the text. 
Choice of personnel, equipment, and problems 
of administration are presented in detail and 
with clarity, being aided by very fine illustra- 
tions. The pitfalls of reading small film, includ- 
ing over-reading and under-reading, are dis- 
cussed. 

Zacks states that the success of chest surveys 
will depend largely upon the good will and 
wholehearted cooperation of medical practi- 
tioners. This is a grave responsibility indeed and 
deserves serious consideration. Absence of symp- 


‘toms does not exclude pulmonary tuberculosis. 


The limitations of the stethoscope should be clear- 
ly recognized. In the absence of symptoms and 
physical signs, a subject referred by the small 
film reader to his family physician as a result of 
suspicious small film finding, should not be dis- 
missed as having a normal chest without having 
further x-ray study. Early pulmonary tubercu- 
losis is usually clinically silent. Management of 
pulmonary tuberculosis according to the roent- 
genographic pattern is described. We regret that 
the tuberculin’ test is treated so sketchily; it is 
not even mentioned in the index. 

The role of the diagnostic chest clinic, the 
duration of follow-up and planning for such fol- 
low-up is handled adequately. A very well-ex- 
ecuted portion of the text covers promotional 
and educational material to be used in conjunc- 
tion with the surveys. It clearly defines the scope 
and work of the various community and volun- 
tary agencies, school teachers, nurses, speakers, 
canvassers, and publicity personnel. 

The highlight of the book, to this reviewer, 
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PACKAGING 
CHLOROMYCETIN (Chlor- 
amphenicol, Parke-Davis) is 
supplied in 0.25 Gm. Kap- 
seals.® Descriptive literature 
on CHLOROMYCETIN is 
available to physicians on 
request, 


Chloromycetin 


The cost of medication, of course, is but one 
item in the total cost of illness, the greatest 
expense stemming from the length of incapaci- 
tation and consequent loss of working time. 
One distinct advantage of CHLOROMYCETIN 
therapy is its fundamental economy —quick 
clinical response, reduced morbidity, short- 
ened convalescence and earlier return of the 
patient to his job. 


Particularly dramatic results are now obtained 
in a disease such as typhoid fever, where the 
illness formerly ran its course for several weeks 
because of the lack of specific therapy. The 
lengthy hospitalization, special nursing care, 
the supportive measures during this prolonged 
period —all have contributed to increased costs. 
However, CHLOROMYCETIN changes this: the 
duration of illness is greatly reduced, defer- 
vescence occurring within 2 to 3 days after 
treatment is begun. With control of the infec- 
tion, general improvement is manifest and re- 
covery is rapid. — 


The high degree of efficacy of CHLOROMYCETIN 
has also been demonstrated in a number of 
other diseases previously unresponsive or poor- 
ly responsive to treatment, such as acute un- 
dulant fever, urinary tract infection, bacillary 
and atypical pneumonia, typhus fever, Rocky 
Mountain spotted fever, scrub typhus, and 


granuloma inguinale. 
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is the excellent atlas of chest radiographs includ- 
ing serial film studies on minimal pulmonary 
tuberculosis. Other books on this subject have 
presented reproductions of 14x17 films. This 
volume excels in the presentation of the actual 
small film reproduction, which can reproduce 
only the problems encountered in this work. Ade- 
quate descriptions accompany all radiographs. A 
very interesting feature is the many pictures of 
artefacts, clothing, buttons, contents of pockets, 
etc., which are easily confused with significant 
pulmonary shadows. 

The volume is beautifully printed and pub- 
lished and is very reasonably priced. A fitting 
foreword has been written by Ezra Bridge. We 
are sure this book will never achieve the popu- 
larity it deserves, for in our opinion, it should be 


read by every practicing physician. —F.K.A. 


Syphilis: Its Course and Management. By Evan W. 
Thomas, M.D., Professor of Clinical Medicine, 
New -York University College of Medicine; Direc- 
tor of Rapid Treatment Center, Bellevue Hospital, 
New York. Pp. 317, 68 figs. Price, $5.50. The Mac- 
millan Company, New York, 1949. 


This book presents a concise review of the 
status of syphilis today—which is more import- 
ant than it sounds because this is the only new 
text published on the subject since Moore’s book 
in 1946. It is therefore very interesting to read 
the author's views on the newer concepts of 
syphilis and its response to penicillin therapy. 
We are now in an era where venereal disease 
can be safely and adequately treated by the fam- 
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ily practitioner, who in the past may not have 
been too interested in the many problems of 
intravenous injections associated with the treat- 
ment of syphilis. This does not suggest that 
treatment now involves only a “few shots.” 

The discussion of the Dattner-Thomas inter- 
pretation of spinal fluid findings is especially 
interesting. It is fully recognized that added ex- 
perience with procaine penicillin may further 
revolutionize the treatment of syphilis and that 
what is adequate treatment today may be ob- 
solete tomorrow. This book supplies an up-to- 
date summary of the present day modern treat- 
ment of syphilis, and its content should be known 
to everyone treating the disease today as well as 
to those teaching medical students. The work 
has the authority of coming from an institution 
with probably the largest amount of clinical ma- 
terial, especially of early syphilis, in this coun- 
try. No mention is made of the effect of strepto- 
mycin in the treatment of gonorrhea complicated 
by possible but not proved syphilis, or the work 
done to date on syphilis using aureomycin. There 
are a few defects,.such as omissions, actual er- 
rors, and perhaps too- great condensation of ma- 
terial which might limit the value of the work 
to the syphilologist-they do not detract, how- 
ever, one iota from its value to the practitioner 
and the medical student. 

There is no “bureaucratic lingo or jargon” in 
the text. The literary style is pleasant and easy 
to follow. The book is well printed on dull paper, 
which makes it easy to read. We recommend 
this volume. —F.K.A. 
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“You say I'm pregnant... is that serious?” 
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“IRWIN, NEISLER & CO., DECATUR, ILLINOIS. 


$OoO YOU WANT TO BE AN ANIMAL PHOTOGRAPHER? 


BY F. KENNETH ALBRECHT, M.D. 


Every NOW AND THEN some photographer who 
has taken a few pictures at his local zoo, and has 
a flair for writing (at the regular commercial 
rate) breaks into print with his or her formula 
for becoming a successful animal photographer. 
That none agree on technique and that all agree 
it’s no cinch should arouse the neophyte to the 
possibilities that await him in this field. 

First, let’s start with the domestic house cat. If 
you don’t own a cat, here is an opportunity to get 
one. Don’t waste any time on the neighbor’s cats 
because you'll also waste film and money, not to 
mention the cat’s time and patience. 

Secondly, get to know your cats. This may take 
from six months to a year but you'll enjoy every 
minute of it which is more than I can say for the 
cats. Notice I say cats and not cat. One cat for 
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Left: “Moonlight Sonata.” 
Above: “Discovered.” 


At top: “Discovered, By Request.” 
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your purpose is useless and if he or she does not 
have a playmate, they will mope around and 
appear grumpy when you need them at their 
best. Pictures of these lonely felines will lack 
that oomph, that intangible something which 
will get the judge’s nod as to whether your print 
will hang in the salon or your head will hang in 
the saloon. 

How many cats should you start with? You 
can of course start with two and let Nature do 
the rest, or better, start with one and just pass the 
word along to your friends t':>: you like cats. You 


Tom Foo and tuberculosis control. 
Jimmie liked symphonies. 


Right: .. . liked to hear Fred Allen. 


“A Soft Touch.” 


can always stop when you reach thirty or forty, 
or, when your present home becomes too small 
for the cats and yourself. If things are proceeding 
according to plan, you will soon find out that 
your cats own you and not vice versa. 

In picking a cat model do not be swayed by 
pedigree or the decibels of his purr. These fea- 
tures are always misleading and after all, you are 
interested in cat pictures and not cat shows. You 
will soon acquire the ability to separate the sheep 
from the goats as far as feline models are con- 
cerned. One cat in particular may like to have 
his picture taken. When you are sure of this it 
may be a good idea to increase his liver allow- 
ance. At least you'll succeed in making the other 
cats mad and it will be fun starting all over again. 

Do you have to be an experienced photogra- 
pher? Definitely no, and for proof see “Discov- 
ered” which was the first cat picture ever taken 
by the author. I used a Speed Graphic, Super 
XX film at eight feet, speed 1/200 second, f 22 
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and used one +5 flashbulb. The model was 
Stinky, my red Persian. 

After this picture, things really began to hap- 
pen. Another cat, Cinderella Jones, got very dis- 
gusted seeing this picture plastered all over the 
house and she made it known that as far as she 
was concerned, it was Stinky! She consented to 
pose and there followed in rapid succession “Dis- 
covered, By Request,” “Moonlight Sonata,” and 
“A Soft Touch.” To keep peace in the family I 
promised to let Tom Foo, my black Persian, pose 
for my Tuberculosis Exhibit at the State Fair. 

One source of good cat pictures is to snap them 
while they are indulging in their hobbies. This 
assumes of course that you have taken the time 
to teach them the value of a hobby. Jimmy liked 
symphonies and would sulk at anything less than 
Brahms or Gliere. Tom and Cinderella, on the 
other hand, liked to hear Fred Allen. Stinky, be- 
ing from the Deep South, kept herself aloof from 
all trivia, and would pore over the world map. 

A spirit of competition is very desirable in cats, 
and when once attained, you are sure of success, 
providing you have a capable veterinarian handy 
to patch up the torn ears and wounded vanities 
of your feline prima donnas. These little spats 
can be the source of a good picture too. Take 
your camera with you to the vet’s office and while 
he is working on your battle-scarred animal, set 
up and do your stuff. 


“A Willing Patient.” 


Above: ... my wife furnished pneumonia jackets. 


Stinky watching the world go by. 


Always take your furry friends into your con- 
fidence. If you are using sheet kodachrome at 
almost one dollar per throw, be sure to let the 
cats in on the deal so they will give their “very 
all.” True, they may get careless and let down 
when you go back to black and white but don’t 
blame me—you have been warned. If this does 
occur—NOW is the time to call in the neigh- 
bor's cat who by this time is thoroughly fed up 
on the whole thing anyway. Buster, my neigh- 
bor’s cat, thoroughly enjoyed weighing in for his 
role as stand-in. This ruse was so successful that 
my cats threw themselves back into their work 
with so much zeal that they all came down with 
cat fever. Luckily, my wife, a former nurse, 
obliged with some pussy pneumonia jackets. 

By this time you are wondering if there is any 
money in animal photography. I don’t blame you 
—I often wonder too! One day you look over your 


“Home on the Range,” first step. 
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Above: “Home on the 
Range,” second step. 


Left: “Home on the 
Range,” third step. 


Right: Buster Lane 
weighs in. 


prints and finding one you think is pretty good, 
you take it into Bigtown to the office of Sascha 
Glotz, the free-lance photographer's friend. He is 
just crying for pix like yours and you have heard 
that he sells animal pictures for magazine covers 
and gets up to $750 per throw, and boy, that 
ain't catnip either. After stating your business, 
you are told that Glotz is too busy to see you. 
However, you can leave your pix for the third 
office boy to look over when he comes to work 
after ‘school. So you decide to wait for the office 
boy, who, after he sees “A Willing Patient,” says 
in effect: 

1. It stinks. 

2. It's not real—it was posed. 

3. Who ever heard of a lady vet? 


Who ever heard of you? 

. It’s not a real child but one of Singer's 

midgets. 

6. The colors aren’t true, the little boy should 
be gray and the cat should have on the 
blue sailor suit. 

7. Composition is bad, the cat should have 
lifted his right ear and not point with 
his paw toward the spoon. It’s bad form 
to point! 

Maybe if you could have all fou «ats do- 
ing the same thing, the second offic: boy 
would look over your stuff. 

Your next move is to rush out to Western 
Union and wire your spouse to cancel the fur 
coat she ordered. After all, Glotz can’t be wrong. 
You need more cats! 

If you are really in a creative mood, try a 
sequence such as “Home on the Range,” but be 
sure the same props are in each picture. If after 
all this you are still mentally competent, try 
snapping four cats. I have been trying for nine 
months to get my four animals to look up the 
chimney for Santa Claus but to no avail. Maybe 
it was because I told them Christmas would be a 
little early this Fall. 

Frankly, it’s very discouraging and I’m giving 
up on cats and starting all over using Missouri 
mules this time. Are you interested? 

The first thing to do is to get yourself some 
mules, some Missouri mules. Don’t waste any 
time on the neighbor's mules because . . . . 


9 


: | 
=e 
* 
— 
Weg 
Ge 
AS 
"tes 


SAINT LOUIS 


The formal transactions of the Congress of 
Delegates of the Academy will appear in a later 
issue of GP, as will some of the scientific papers 
presented at the 1950 Scientific Assembly. The 
following is merely intended as an informal re- 
port on the Academy's meeting: 


EVEN THE WEATHER was auspicious when the 
1950 Scientific Assembly of the American Acad- 
emy of General Practice convened in Saint 
Louis on February 20. Registration was sched- 
uled to begin at 8:30 a.m., but by eight o'clock 
hundreds of doctors were waiting outside the 
locked doors of Kiel Auditorium. The ensuing 
jam at the registration desk frayed a few tem- 
pers, but for the most part led to a feeling of 
fellowship and enthusiasm which permeated the 
whole meeting. 

What kind of men were these doctors who 
assembled in Saint Louis from the four corners 
of the Union? As one newspaper correspondent 
put it, “The typical family doctor is of middle 
age, medium height and weight, wears a busi- 
ness suit, topcoat and snap-brimmed felt hat. 
In social habit he is neither a go-getter nor a re- 
cluse, but he is more than friendly. His chief 
interest is in common sense medicine, applied 


The crowd at the registration desk at 8:30 a.m. 


MEETING 


Jason P. Sanders, M.D. 


New president-elect of the American Acad- 
emy of General Practice is Dr. Jason P. 
Sanders of Shreveport, Louisiana. Active in 
the Academy since its formation, Doctor 
Sanders was the first vice-president of the na- 
tional organization and the first president of 
the Louisiana chapter. He will succeed to the 
office of president during the Academy's third 
Annual Scientific Assembly, to be held in 
San Francisco, March 19-22, 1951. 
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Dr. Elliott P. Joslin addresses the Assembly 
as Dr. Robert Buchanan, another speaker, and 
Drs. Lester Bibler and E. C. Texter look on. 


to both private and public health. He thinks 
research and new remedies are all to the good, 
but knows that horse sense hasn’t been out- 
moded, either by probing science or government 
alarms about health and medical costs.” 

It was a long walk up a cement ramp to the 
exhibit hall, and more than one member of the 
hardworking Committee on Local Arrangements 
lost all track of the trips he made up and down 
during the meeting. That first morning, as dur- 
ing every session, the doctors crowded around 


the exhibits, though these were not scheduled 
to open until noon. Many of the exhibitors were 
trying to do business and set up their booths at 
the same time—and in some instances the doc- 
tors were lending a helping hand. 

That morning the Congress of Delegates met 
and received such a volume of business that 
when it adjourned at noon, a special unsched- 
uled session had to be called for the evening. 

At one o'clock President E. C. Texter for- 
mally opened the Scientific Assembly. The 
mayor, the president of St. Louis University, 
the president of the county medical society, and 
the president of the Academy's Missouri chapter 
were there to extend a warm and sincere wel- 
come to Saint Louis to the family doctors of 
America. Dr. Irving Wright of New York pre- 
sented the first scientific paper to a packed house, 
as did every other speaker on the program. 
These distinguished teachers and other detached 
observers from outside the profession were all 
heard to comment on the great experience of 
seeing so many doctors assembled with the one 
purpose—to learn. 

Everyone was-tired at the end of that first 
day, but the indefatigable delegates met again 
after dinner. When the Congress adjourned, the 


Above: The exhibit hall at intermission. 
Left: Drs. Charles Martin, R. C. McElvain, 
and Eugene Regen on the stage as Dr. Euclid 
Smith delivers his paper on spa therapy. 


Dr. E. C. Texter addresses the State Officers’ 
Luncheon, which was held at the Statler Hotel. 


reference committees held their open hearings 
and then stayed up far into the night preparing 
their reports. 

Most conventions build to a climax the first 
day and then begin to fall off, but such was 
not the case with this meeting. Each morning 
began with renewed vigor and undiminished re- 
sponse. Tuesday noon the officers of the existing 
state chapters gathered for luncheon and dis- 
cussion. The meeting was keynoted by an an- 
nouncement that a petition had just been re- 
ceived from Maine, the forty-fifth state to re- 
quest a charter. This was a business-like meet- 
ing, ably conducted by Indiana’s big-voiced 
Norman Booher. There was a cooperative inter- 
change of ideas and most men left the meeting 
with a better understanding of the remarkable 
cohesiveness of the big, nationwide organization 
that is the Academy. 

Tuesday evening the Annual Dinner for Dele- 
gates was held at the Hotel Jefferson. The con- 
vivial spirit of the social gathering was displaced 
by one of serious attentiveness when the Con- 
gress convened for its final business session, 


which was a long one. Reports of the reference 
committees were made to the delegates, resolu- 
tions of appreciation were adopted, and the 
meeting was climaxed by the election of new 
officers. The strength and unity of the Acad- 
emy’s policy-making bedy was expressed by 
making the vote unanimous for Dr. Jason P. 
Sanders of Louisiana for president-elect, Dr. ,D. 
G. Miller, Jr., of Kentucky for vice-president, 
Dr. R. B. Robins of Arkansas for re-election to 
the office of speaker, Dr. Louis A. Weiner of 
Pennsylvania for the newly created office of 
vice-speaker, and for the three new members of 
the Board of Directors, Drs. William A. 
Buecheler of New York, W. B. Hildebrand of 
Wisconsin, and Merrill Shaw of Washington. 
On Wednesday night the one big social func- 
tion planned in connection with the Academy’s 
assemblies took place. The Annual Banquet was 


held at the Hotel Jefferson, with the guests 


The Congress of Delegates, policy-making body of the Academy, meets. 


: 


gathering early due to an item in the program 
erroneously stating that a reception would pre- 
cede the event. Fortunately, the unscheduled re- 
ception took place spontaneously, giving many 
guests the opportunity to circulate and become 
acquainted. 

Jack DeTar from Michigan fulfilled his repu- 
tation as an able and witty toastmaster. He in- 
troduced Dr. Andy Hall, the “General Practi- 
tioner of the Year,” who made an amusing ex- 


JOIN THE FUN 
FOLLOW THE SUN 
CAM FRANCISCO IM SI 


Top: Dr. E. C. Texter passes the gavel to the new 
president, Dr. Stanley R. Truman, ot the Annual Ban- 
quet, as Toastmaster Jack DeTar and Dr. Allen Stock- 
dale watch. Center: The new officers and Board of 
Directors. Bottom: The San Francisco booth sign key- 
notes next year’s meeting. 


temporaneous talk. An incident quite without 
precedent occurred at the Banquet when the 
technical exhibitors read a letter, signed by each 
of them, expressing their appreciation to the 
Academy for the manner in which the 1950 
Scientific Assembly was conducted. The eve- 
ning ended on a challenging note when Dr. 
Allen Stockdale, “the Pitching Parson,” delivered 
an inspired speech on the courage of freedom. 

The 1950 Scientific Assembly of the Academy 
came to an end at noon on Thursday, February 
23, with the announcement that 5,062 people 
had registered—2,609 doctors, 326 interns, resi- 
dents, and students, 573 exhibitors, and 1,554 
ladies—a record-breaking attendance. 

During the St. Louis meeting, the San Fran- 
cisco Convention Bureau, together with the air 
lines and railroads serving that area, maintained 
a booth in the exhibit hall to tell Academy mem- 
bers more about the city where next year’s As- 
sembly will be held. The dates are March 19-22. 
Already several Eastern delegations have char- 
tered planes to JOIN THE FUN, FOLLOW 
THE SUN-SAN FRANCISCO IN ’51. 
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A formal educational program on current 
trends in medicine has been developed by the 
University of Chicago Medical School and the 
South Side (Chicago) regional chapter of the 
American Academy of General Practice. The 
course consists of forty lectures given on Wednes- 
day night of each week starting November 2, 
1949. The course is designed for practicing 
physicians in that area. Enrollment is limited 
to members of the American Academy of Gen- 
eral Practice and the course is conducted by 
staff physicians of the University of Chicago 
Medical School. 


Indiana University School of Medicine pro- 
vides short postgraduate courses designed for 
practicing physicians. 

The course in obstetrics and gynecology will 
be conducted for five full days. Instruction will 
be given in clinics, both operative and medical, 
in ward rounds, and in lectures. A fee of $50.00 
will be charged. 

The pediatrics postgraduate course will be 
given on four Wednesday afternoons. Clinics, 
lectures, and demonstrations will be utilized. The 
fee for the course will be $5.00 per day. 

Enrollment for each course is limited to thirty. 
Inquiries may be directed to The Dean, Indiana 
University School of Medicine, Indianapolis. 


Michigan 


The third annual clinic of the American 
Academy of General Practice of Wayne County 
(Michigan) held October 26-27, 1949, had a 
total registration of 446 physicians. This pro- 
gram, sponsored by the local general practitioners 
and presented by the staff of the Henry Ford 
Hospital, demonstrates the type of continued edu- 
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cation courses that can be provided at a local 


hospital. 


Minnesota 


During the 1949-1950 season, a series of cir- 
cuit courses is planned for nine localities in 
Minnesota. The first course, consisting of eight 
consecutive weekly seminars, was inaugurated at 
Bemidji in September. The program is spon- 
sored by the Minnesota State Medical Associa- 
tion, the University of Minnesota School of 
Medicine, and the Minnesota Department of 
Health. The faculty of the University of Min- 
nesota School of Medicine, augmented by prac- 
ticing physicians, provides the lectures at these 
meetings. \ 


Missouri-Kansas 
(See listing under Missouri also) 


The Greater Kansas City Section of the Amer- 
ican Academy of General Practice in cooperation 
with the University of Kansas School of Medi- 
cine provides a continuation course for practic- 
ing physicians. The course is given at the Uni- 
versity of Kansas Medical Center, Kansas City 3, 
Kansas. 

The course is planned for one afternoon and 
evening session a week, November through May. 
Each session will run approximately two and 
one-half hours, so that each day of instruction 
will consist of a total of five hours. A period of 
fifteen to twenty minutes will be available at 
the close of each lecture for a discussion of ques- 
tions from the floor. Dinner will be available in 
the cafeteria at the Medical Center promptly at 
6:00 o'clock so that the evening session may start 
no later than 6:45. 

While the course is arranged primarily for 
members of the American Academy of General 
Practice to provide this additional means for 
meeting the requirements in postgraduate train- 
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Effective Chemotherapy in 


Dihydrostreptomycin or Streptomycin, used 
alone or in combination with para-amino- 
salicylic acid, is recognized as a valuable and, 
in some instances, an essential adjuvant in 
the treatment of selected types and stages of 
tuberculosis. 


Para-aminosalicylic acid is capable of in- 
hibiting or significantly delaying the emer- 
gence of bacterial resistance to streptomycin 
or dihydrostreptomycin. 


These drugs are not to be regarded as sub- 
stitutes for traditional therapeutic methods. 
Rather, they serve best when properly inte- 
grated with bed rest and, where necessary, 
collapse measures or other forms of surgery. 


A. Before Treatment B. After 3 Mos. Treatment 
(9 days prior to Dihydrostrep- (2 days after discontinuance of 
tomycin therapy) Diffuselobular Dihydrostreptomycin) Consider- 
tuberculous pneumonia, lower able clearing of acute exudative 
half of left lung; thin-walled process in the diseased lung; 
cavity above hilus (3x 3.5 cm.). cavity smaller and wall thinner. 


MERCK & CO., INC. 
Manufacturing Chemists 
RAHWAY, N. J. 


Detailed literature on the subject 
of chemotherapy in tuberculosis 
will be supplied upon request. 


Merck Antitubercular Agents 


Streptomycin Para-Aminosalicylic Dihydrostreptomycin 
Calcium Chloride Complex Acid Merck Sulfate 


Merck (PAS) Merck 
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ing, it is open to anyone holding the degree of 
Doctor of Medicine who can arrange to attend 
regularly. 

A registration fee of $25.00 is required to 
cover the cost of the course. Any who find it im- 
possible to attend all of the course may enroll 
for part of the sessions at a fee of $5.00 for each 
program (afternoon and evening). Upon receipt 
of the registration card and fee, each enrollee 
will receive a pocket-size card admitting him to 
the sessions. At the close of the course a certi- 
ficate will be issued, showing credit for the total 
hours attended. 


Missouri 

The American Academy of General Practice 
of Greater St. Louis has organized a general 
practitioners’ study club. This organization spon- 
sors eight two-hour monthly meetings for gen- 
eral practitioners, September through April of 
each year. There are no fees or dues. All mem- 
bers of the American Academy of General Prac- 
tice and general practitioners of organized medi- 
cine are cordially invited to attend. 

John O'Connell, M. D., is the director. His 
address is 10300 Lackland Road, St. Louis 14, 
Missouri. 


New York 

The Council of Rochester (N.Y.) Regional 
Hospitals and the local medical societies in that 
area have been operating a conti..uous educa- 
tional program for general practitioners. Courses 
planned primarily for general practitioners are 
conducted at the various member hospitals. All 
physicians practicing within the eleven-county 


region of the Council are eligible to attend. 


There are many advantages to this program. 
The facilities and clinical material at the local 
hospitals are used, the physicians do not need to 
travel long distances to attend, general practi- 
tioners are encouraged to participate in hospital 
activities and training programs, and evaluation 
of a physician’s qualifications for appointment 
to the medical staff or for advancement in privi- 
leges can be based upon demonstrated interest 
and ability. 

The New York University Post-Graduate 
Medical School is offering a course in internal 
medicine for general practitioners. The course 
will be given five mornings a week for four, 
eight or twelve weeks, beginning March 6, 1950. 


Ohio 

The Cincinnati Society of General Physicians 
in collaboration with the College of Medicine, 
University of Cincinnati, presents three monthly 
seminars annually for practicing physicians in 
that area. The seminars consist of two two-hour 
programs weekly. The fee for each monthly 
seminar is $15.00. 


Pennsylvania 

The Pennsylvania Medical Society conducts 
a Graduate Education Institute each year. The 
Institute is conducted at eleven different cities 
during the year, making it possible for the physi- 
cians within the state to attend the meetings at 
the center nearest’ their home. The program 
covers a period of five days. It is designed to 
assist practicing physicians in keeping up to date 
and should prove very helpful to the general 


practitioners. 
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NEOCYLATE,* the first salicylate- 
PABA medication to be made 
available to the medical profes- 
sion, is optimally effective in all 
conditions amenable to the 
action of salicylate. 


‘slic Therapy 


TRADEMARK 
| th Ou Yl Salicylate-PABA Combination 
| PABA (p-aminobenzoic acid) enhances AVAILABLE IN TWO ATTRACTIVE 
the value of salicylate in three ways: DOSAGE FORMS... 
Exerts a rapid and positive effect on “THE MOST FOR THE DOSE” 
the development and maintenance 
therapeutic selieytete Entabs WEOcYLAate (Brand of 
i Permits the achievement of thera- Sodium Salicylate with PABA): Each 
peutic salicylate concentrations with 
smaller doses... . thus minimizing the benzoic acid, 0.25 Gm. a 85 gr.). 
danger of untoward effects 
WEOCYLATE (Brand of 
F Provides extra antipyretic and anal- Sodium Salicylate with PABA [Sodium 
: gesic action, with an increased sense Salt}): Each teaspoonful (4 cc.) contains: 
¥ of well-being sodium salicylate, 0.32 Gm. (5 gr.); para- 
: aminobenzoic acid (sodium salt), 0.32 Gm. 
" | IMPORTANT NOTE: Although the inclusion (gr). 
i, % of PABA in NEOCYLATE increases the effi- 
ef ciency of its salicylate content, the dosage NONALCOHOLIC, HYPOALLERGENIC, 
%, schedule must be adapted to the require- FRUIT-FLAVORED SYRUP. 


ments of the individual case and scrupu- 
lously followed by the patient. In rheuma- 
toid arthritis, or other arthritic conditions, 
higher-than-average doses may be needed, 
even to the point of inducing symptoms of 
salicylism, e.g., ringing in the ears, during 
initial dosage schedule. Write for further 
details. 


| *Trademark of The Central Pharmacal Co. 
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INDICATIONS : Rheumatic fever, arthritis, and 
other conditions amenable to salicylate 
therapy. 


THE CENTRAL PHARMACAL CO. 


Products Born of Continous Research 
SEYMOUR INDIANA 
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LETTERS FROM READERS 
(Continued from page 17) 


Compliments 
Dear Sirs: 

As an exhibitor in the recent national convention 
of the American Academy of General Practice, I would 
like to congratulate the Academy on a most successful 
meeting. From our standpoint, it was one of the best 
medical conventions that Wyeth has ever attended. 
Our criteria for a successful medical convention is 
based on the ratio between the number of attending 
M.D.’s and depth of interest of the same doctors. In 
other words, we would rather see fewer physicians but 
have them genuinely interested and in the case of your 
meeting we had both a large attendance and deeply in- 
terested doctors. 

I can only speak for Wyeth, but I know from the 
comments I heard from our friends in the industry this 
was the general impression. . . . 

D. J. WirHincton 
Assistant Director of Sales 
Wyeth, Incorporated 


Dear Sirs: 

May I extend to you, on behalf of myself and my 
colleagues, our sincere congratulations on a very suc- 
cessful meeting in St. Louis recently. The kind recep- 
tion extended to us and the permission to attend some 
of your business sessions is greatly appreciated, and it 
is to be hoped that we may be in a position to partici- 
pate in future meetings of your Academy. 

Henry S. Dunnam, M.D. 
Executive Secretary 
Ontario Medical Association 


Dear Sirs: 

I wish to thank all of the officers and members of 
the American Academy of General Practice for their 
kindness, courtesy, and unfailing hospitality during 
my recent visit to St. Louis. Everyone was wonderful 
to me and I enjoyed my meeting with your group. 
Certainly it appears to be a fine and outstanding group 
of American practitioners. 

Davin A. Boyp, Jr., M.D. 
Sections on Neurology and 
Psychiatry, Mayo Clinic 


Dear Sirs: 

Just a note to compliment the American Academy of 
General Practice on the splendid meeting just held 
in St. Louis. It is a lusty, vigorous and fast-stepping 
erganization that impressed me very much. It is going 
places! 

The talk by Andy Hall at the banquet was marvel- 
ous. Doctor Stockdale had to really step to follow him, 
but he did so and delivered a splendid message. 

I just want to express my thanks to the American 
Academy for the opportunity of participating in the 
meeting. 

Wenpe t G. Scorr, M.D. 
Washington University School 
of Medicine, St. Louis 
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Marked Relief from 
Muscle Spasm Pain 


Facilitates Nerve 
Impulse Transmission 


Reduces Severity of 
Muscular Deformities 


Each cc. Contains: 


Supplied: 10 cc. Vials 


Samples and Literature on re . a 
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THE COLUMBUS PHARMACAL CO. i 


COLUMBUS,15,OHIO, U.S.A. 
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Physostigmine Alkaloid .........0.4 mg. 

Atropine Alkaloid .............0.5 mg. 
Alpha Tocopherol Acetate.....100.0 mg. 

Benzyl Alcohol 
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of vitamins b and c 


Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 
— if tissue rehabilitation* and return to health* are 


tobe expodied. Allee with C ‘Rebins’ provides this all-important 


“saturation dosage” in convenient capsule form. It incorporates 
the important B factors in 2 to 15 times daily requirements, plus 
250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. * Its prescription 
represents a sound contribution toward decisive recovery from 
disease, or toward pre- and post-operative nutritional support.! 


A. H. ROBINS CO., INC. - RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
FORMULA: Each Allbee with C capsule contains: 


Thiamine hydrochloride (Bz) 15 mg. 
Riboflavin (Bz) 10 mg. 
Nicotinamide 50 mg. 
Calcium pantothenate 10 mg. 
Ascorbic acid (C) 250 mg. 


REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 
Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J.: 
Med. Clin: North America, 27:567, 1943. 3. Kruse, H. D.: Proc. Conf. 
Convalescent Care, New York Acad. Med., 1940. 
4. Spies, T. D.: Med. Clin. North America, 27:273, 1943. 
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